PREFERRED DRUG LIST
When a generic product is available, for a preferred or non-preferred agent, the pharmacy will
receive a lower reimbursement rate for the branded product unless a DAW PA is obtained.
I< ansas Products listed in RED have changed from the previous month’s publication.
DeparinenfofHealh = Preferred medications marked with an asterisks (*) can be opened and sprinkled into soft
A food; refer to product labeling. Products marked with a (+) indicate that the brand name
product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:
http://www.kdheks.qov/hcf/pharmacy/pa_criteria.htm
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Anticholinergics for the Maintenance Treatment of COPD
Preferred Non-Preferred, Prior Authorization Required
Atrovent® HFA (ipratropium bromide) Incruse Ellipta® (umeclidinium bromide)
Spiriva® Handihaler® (tiotropium) Lonhala™ Magnair™ (glycopyrrolate)
Seebri Neohaler® (glycopyrrolate)
Spiriva® Respimat (tiotropium)
Tudorza PressAir® (aclidinium)
Yupelri™ (Revefenacin)

Beta>-Agonists - Long-Acting
Preferred Non-Preferred, Prior Authorization Required
Serevent® Diskus® (salmeterol) Arcapta® (indacaterol)
Brovana® (arformoterol)
Perforomist® (formoterol)
Striverdi® Respimat® (olodaterol)

Betaz-Agonists - Short-Acting
Preferred Non-Preferred, Prior Authorization Required
AccuNeb® (albuterol) ProAir RespiClick® (albuterol)
ProAir HFA® (albuterol) ProAir® Digihaler™(albuterol)
Proventil® HFA (albuterol) Ventolin HFA® (albuterol)
Proventil® Inhalation Solution (albuterol) Xopenex® Inhalation Solution (levalbuterol)
Ventolin® Inhalation Solution (albuterol) Xopenex HFA® (levalbuterol)

Betaz-Agonists - Long-Acting/Anticholinergics
Preferred Non-Preferred, Prior Authorization Required

Anoro Ellipta® (umeclidinium/vilanterol)
Bevespi Aerosphere™ (glycopyrrolate/formoterol)

Stiolto® Respimat® (tiotropium/olodaterol)
Utibron™ Neohaler® (indacaterol/glycopyrrolate)
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Betaz-Agonists - Long-Acting/Corticosteroids
Preferred Non-Preferred, Prior Authorization Required
Advair Diskus® (fluticasone/salmeterol) Airduo™ Respiclick® (fluticasone/salmeterol)
Advair® HFA (fluticasone/salmeterol)
Breo Ellipta® (fluticasone/vilanterol)
Dulera® (formoterol/mometasone)
Symbicort® (budesonide/formoterol)

Corticosteroids - Inhalation

Preferred Non-Preferred, Prior Authorization Required
Alvesco® (ciclesonide) Aerospan® (flunisolide)

Arnuity Ellipta® (fluticasone) Armonair™ RespiClick® (fluticasone)

Asmanex® (mometasone) Asmanex® HFA (mometasone)

Flovent® Diskus® (fluticasone)

Flovent® HFA (fluticasone) Pulmicort Respules® (budesonide) *> 7 years of age

Pulmicort Flexhaler™ (budesonide)

Pulmicort Respules® (budesonide) *< 6 years of age only
QVARE® (beclomethasone)

QVAR RediHaler®(beclomethasone)

Tobramycin Products

Preferred Non-Preferred, Prior Authorization Required
Generic tobramycin 300 mg/5 mL nebulization solution Bethkis® (tobramycin)
Kitabis pak® (tobramycin nebulizer) Tobi® (tobramycin)

Tobi® Podhaler™ (tobramycin)

Antihistamines
Preferred Non-Preferred, Prior Authorization Required
Astelin® (azelastine)* Astepro® (azelastine)

Patanase® (olopatadine)

Corticosteroids - Intranasal

Preferred Non-Preferred, Prior Authorization Required
Flonase® (fluticasone) Beconase AQ® (beclomethasone)
Qnasl® (beclomethasone) Nasacort AQ®(triamcinolone)

Nasarel® (flunisolide) *
Nasonex® (mometasone)
Omnaris® (ciclesonide)
Rhinocort AQ® (budesonide)
Xhance™ (fluticasone)
Zetonna® (ciclesonide)
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Alpha-Adrenergic Agonists

Preferred

Non-Preferred, Prior Authorization Required

Alphagan® P (brimonidine) 0.1%
Brimonidine 0.2%
lopidine® (apraclonidine)

Alphagan® P (brimonidine) 0.15%

Antihistamines/Mast Cell Stabilizers

Preferred

Non-Preferred, Prior Authorization Required

Alaway® (ketotifen)
Cromolyn® (cromolyn)
Patanol® (olopatadine)
Refresh® (ketotifen)
Zaditor® (ketotifen)

Alocril® (nedocromil)
Alomide® (lodoxamide)
Bepreve® (bepotastine)
Elestat® (epinastine)
Emadine® (emedastine)
Lastacaft® (alcaftadine)
Optivar® (azelastine)
Pataday® (olopatadine)
Pazeo® (olopatadine)
Zerviate™ (cetirizine)

Anti-Infective/Ste

roid Combinations

Preferred

Non-Preferred, Prior Authorization Required

Blephamide® (sulfacetamide/prednisolone)
Maxitrol® (neomycin/polymyxin/dexamethasone)
Pred-G® (prednisolone/gentamicin)

Pred-G S.0.P.® (prednisolone/Gentamicin)

Blephamide S.0.P.® (sulfacetamide/prednisolone)
TobraDex® (tobramycin/dexamethasone)
TobraDex® ST (tobramycin/dexamethasone)
Zylet®(Loteprednol/Tobramycin)

Beta-B

lockers

Preferred

Non-Preferred, Prior Authorization Required

Betagan® (levobunolol)
Betimol® (timolol)

Betoptic® (betaxolol)*
Betoptic®-S (betaxolol)
Carteolol

OptiPranolol® (metipranolol) *
Timoptic® (timolol)

Istalol® (timolol)
Timoptic® Ocudose® (timolol)
Timoptic-XE® (timolol)

Carbonic Anhydrase Inhibitors

Preferred

Non-Preferred, Prior Authorization Required

Azopt® (brinzolamide)

Trusopt® (dorzolamide)
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Corticosteroids - Ophthalmic

Preferred

Non-Preferred, Prior Authorization Required

Dexamethasone Sodium Phosphate 0.1% Solution
Durezol® (Difluprednate) Emulsion

FML®Forte (Fluorometholone) Suspension
FML® Liquifilm (Fluorometholone) Suspension
FML® (Fluorometholone) Ointment

FML® (Fluorometholone) Suspension

Maxidex® (Dexamethasone Sodium Phosphate)
Suspension

Omnipred® (Prednisolone Acetate) Suspension
Pred Forte® (Prednisolone Acetate) Suspension
Pred Mild® (Prednisolone Acetate) Suspension
Prednisolone Sodium Phosphate 1% Solution

Alrex® (Loteprednol Etabonate) Suspension
Flarex® (Fluorormetholone) Suspension
Inveltys® (Loteprednol Etabonate) Suspension
Lotemax® (Loteprednol Etabonate) Gel
Lotemax® (Loteprednol Etabonate) Ointment
Lotemax® (Loteprednol Etabonate) Suspension
Lotemax® SM (Loteprednol Etabonate) Gel

Glaucoma Comb

ination Products

Preferred

Non-Preferred, Prior Authorization Required

Combigan® (brimonidine/timolol)
Cosopt® (dorzolamide/timolol)

Cosopt® PF (dorzolamide/timolol PF)
Simbrinza™ (brinzolamide/brimonidine)

Non-Steroidal Anti-Inflammatory Drugs

Preferred

Non-Preferred, Prior Authorization Required

Acular® (ketorolac)
Ocufen®(flurbiprofen) *
Voltaren® ophthalmic (diclofenac) *

Acular LS® (ketorolac)
Acuvail® (ketorolac)
Bromday® (bromfenac)
BromSite® (bromfenac)
llevro® (nepafenac)
Prolensa® (bromfenac)
Nevanac® (nepafenac)

Prostaglandin Analogs

Preferred

Non-Preferred, Prior Authorization Required

Xalatan @ (latanoprost)

Lumigan® (bimatoprost)
Travatan Z® (travoprost)
Vyzulta™ (latanoprostene bunod)
Xelpros™ (latanoprost)

Zioptan® (tafluprost)

Zioptan® droperette (tafluprost)
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Anti-Infective/Steroid Combinations

Preferred Non-Preferred, Prior Authorization Required

Cipro® HC (ciprofloxacin/hydrocortisone) Acetasol HC® (acetic acid/hydrocortisone)

Ciprodex® (ciprofloxacin/dexameth) Cortisporin® Otic Suspension (neomycin/polymyxin B/hc)

Cortisporin® Otic Solution (neomycin/polymyxin B/hc) Cortisporin® TC (Neomycin/Col/HC/Thon) Suspension
Otovel® (ciprofloxacin/fluocinolone)

ACE Inhibitors

Preferred

Non-Preferred, Prior Authorization Required

Accupril® (quinapril)
Altace® (ramipril)*
Lotensin® (benazepril)
Monopril® (fosinopril) *
Prinivil® (lisinopril)
Vasotec® (enalapril)
Zestril® (lisinopril)

Aceon® (perindopril)
Capoten® (captopril) *
Epaned® (enalapril solution)
Mavik®( trandolapril) *
Qbrelis® (lisinopril solution)
Univasc® (moexipril) *

ACE Inhibitor/Calcium Channel Blocker Combinations

Preferred Non-Preferred, Prior Authorization Required
Lotrel® (benazepril/amlodipine) Prestalia® (perindopril/amlodipine)
Tarka® (trandolapril/verapamil)
Acne Agents — Topical Antibiotics
Preferred Non-Preferred, Prior Authorization Required

Cleocin-T® (clindamycin) gel

Ery® (erythromycin) pads
Erygel® (erythromycin) gel
Erythromycin solution

Cleocin-T® (clindamycin) lotion Avar-E® Emollient (sulfacetamide-sulfur) cream
Cleocin-T® (clindamycin) solution Avar-E Green® (sulfacetamide-sulfur) cream
Cleocin-T® (clindamycin) swab Avar LS® (sulfacetamide-sulfur) pads

Klaron® (sulfacetamide) lotion (suspension) Clindacin Pac® (clindamycin) kit
Sumadan® Wash (sulfacetamide-sulfur cleanser) Clindagel® (clindamycin) gel

Avar® (sulfacetamide-sulfur) pads

BP 10-1® (sulfacetamide/sulfur cleanser)
Clindacin® ETZ (clindamycin) swab
Clindacin-P® (clindamycin) swab

Evoclin® (clindamycin phosphate) foam

Rosanil® Cleanser (sulfacetamide-sulfur) emulsion
SSS 10-5® (sulfacetamide-sulfur) cream
Sulfacetamide-Sulfur lotion

Sumadan® (sulfacetamide-sulfur) kit

Sumadan XLT® (sulfacetamide-sulfar) kit
Sumaxin® (sulfacetamide-sulfur) pads

Sumaxin® TS (sulfacetamide-sulfur) suspension
Sumaxin® Wash (sulfacetamide-sulfur) liquid
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Acne Agents — Topica

| Combination Agents

Preferred

Non-Preferred, Prior Authorization Required

Duac® (benzoyl peroxide-clindamycin) gel
Epiduo® (benzoyl peroxide-adapalene) gel

Acanya® (benzoyl peroxide-clindamycin) gel
Benzaclin®(benzoyl peroxide — clindamycin) gel
Benzamycin® (benzoyl peroxide-erythromycin) gel
Epiduo® Forte (adapalene/benzoyl peroxide)
Neuac® (clindamycin/benzoyl peroxide)
Onexton® (benzoyl peroxide-clindamycin) gel
Veltin® (clindamycin-tretinoin)

Ziana® (clindamycin-tretinoin)

Acne Agents — Topical Retinoids

Preferred

Non-Preferred, Prior Authorization Required

Atralin® (tretinoin) gel

Avita® (tretinoin) gel

Differin® (adapalene) 0.1% and 0.3% gel tube
Retin-A® (tretinoin) cream

Retin-A® (tretinoin) 0.01% gel

Tazorac® (tazarotene) cream

Tazorac® (tazarotene) gel

Altreno™ (tretinoin) lotion

Avita® (tretinoin) cream

Differin® (adapalene) cream
Differin® (adapalene) 0.3% gel pump
Differin® (adapalene) lotion
Differin® (adapalene) 0.1% solution
Fabior® (tazarotene) foam

Retin-A® Micro (tretinoin) gel

Acne Agents- Topical - Other

Preferred

Non-Preferred, Prior Authorization Required

Aczone® (dapsone) 5% gel

Aczone® (dapsone) 7.5% gel
Azelex® (azelaic acid) cream

Actinic Kera

tosis Agents

Preferred

Non-Preferred, Prior Authorization Required

Efudex® (fluorouracil)

Carac® (fluorouracil)

Picato® (ingenol mebutate)

Solaraze 3% gel (diclofenac sodium) *
Tolak® (fluorouracil)

ADHD - Amphetamine Type

Preferred

Non-Preferred, Prior Authorization Required

Adderall® (dextroamphetamine/amphetamine)
Adderall XR® (dextroamphetamine/amphetamine ER)*
Dexedrine® tablets (dextroamphetamine)

Dexedrine® ER capsules (dextroamphetamine ER)
Dextrostat® (dextroamphetamine) *

Vyvanse® (lisdexamfetamine)*

Adzenys ER™ (amphetamine ER)

Adzenys XR-ODT™ (amphetamine ER)
Desoxyn® (methamphetamine)

Dyanavel® XR (amphetamine ER)

Evekeo® (amphetamine)

Evekeo® ODT

Mydayis® (dextroamphetamine/amphetamine)
Procentra® (dextroamphetamine)

Zenzedi® (dextroamphetamine)
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ADHD - Methylphenidate Type
Preferred Non-Preferred, Prior Authorization Required
Concerta® (methylphenidate ER) Adhansia XR (Methylphenidate)
Aptensio XR® (methylphenidate ER)
Cotempla XR-ODT™ (methylphenidate)
Jornay PM™ (methylphenidate ER)
Metadate® ER (methylphenidate ER)

Focalin® (dexmethylphenidate)

Focalin® XR (dexmethylphenidate ER)*
Metadate CD® (methylphenidate 30/70)* *
Quillichew ER™ (methylphenidate ER) Methylin Chewable® (methylphenidate) *
Quillivant XR® (methylphenidate ER) Methylin Solution® (methylphenidate)
Ritalin® (methylphenidate) Relexxii™ (methylphenidate ER)

Ritalin LA® (methylphenidate 50/50)
Ritalin SR® (methylphenidate ER) *

ADHD - Miscellaneous Type
Preferred Non-Preferred, Prior Authorization Required
Catapres (clonidine) Tabs
Intuniv (Guanfacine) Tabs
Kapvay (clonidine ER) Tabs
Strattera (Atomoxetine) Caps
Tenex (Guanfacine) Tabs+

Adjunct Anti-epileptics
Preferred Non-Preferred, Prior Authorization Required

Keppra® (levetiracetam)

Keppra XR® (levetiracetam XR)
Keppra® Solution (levetiracetam)
Lyrica® (pregabalin)

Neurontin® (gabapentin)
Neurontin® (gabapentin) Solution
Zonegran® (zonisamide)

Banzel® (rufinamide)

Fycompa® (perampanel)

Fycompa® (perampanel) Suspension
Gabitril® (tiagabine)

Lyrica®Solution (pregabalin)

Onfi® (clobazam) Tablets

Onfi® (clobazam) Suspension
Spritam® (levetiracetam)
Sympazan®(clobazam)

5-Alpha Reductase Inhibitors

Preferred

Non-Preferred, Prior Authorization Required

Avodart®(dutasteride)
Proscar®(finasteride)

Alpha glucosidase Inhibitors

Preferred

Non-Preferred, Prior Authorization Required

Precose® (acarbose)

Glyset® (miglitol)
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Anaphylaxis Agents
Preferred Non-Preferred, Prior Authorization Required
Adrenaclick® (epinephrine auto inject) * Symjepi®(epinephrine) *
Epinephrine auto injectors
Epipen® (epinephrine auto inject)
Epipen Jr® (epinephrine auto inject)

Androgenic Agents
Preferred Non-Preferred, Prior Authorization Required
Androgel® (testosterone) Androderm® (testosterone)
Depo-Testosterone® (testosterone cypionate) Android® (methyltestosterone)
Vogelxo® (testosterone) Aveed® (testosterone undecanoate)

Axiron® (testosterone)

Fortesta® (testosterone)
Methitest® (methyltestosterone)
Natesto® (testosterone)
Oxandrin® (oxandrolone)
Striant® (testosterone)

Testim® (testosterone)

Testred® (methyltestosterone)
Xyosted™ (testosterone)

Anti-coagulants

Preferred Non-Preferred, Prior Authorization Required
Coumadin® (warfarin) Bevyxxa® (Betrixaban)
Eliquis® (apixaban) Savaysa® (edoxaban)

Pradaxa® (dabigatran)
Xarelto® (rivaroxaban)

Anti-Constipation Agents
Preferred Non-Preferred, Prior Authorization Required
Amitiza®(lubiprostone) Trulance®(plecanatide)
Linzess®(linaclotide)*

Anti-Constipation Agents — Opioid Induced Cause
Preferred Non-Preferred, Prior Authorization Required
Amitiza® (lubiprostone) Relistor® (methylnaltrexone) (tablets and injection)
Movantik® (naloxegol)
Symproic® (naldemedine)
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Antidepressants — SNRIs

Preferred

Non-Preferred, Prior Authorization Required

Cymbalta® (duloxetine)
Effexor® (venlafaxine) *

Pristiq® (desvenlafaxine)

Effexor® XR capsules (venlafaxine ER)*

Effexor® XR tablets (venlafaxine ER) *
Fetzima® (levomilnacipran)

Savella® (milnacipran)

Khedezla® (desvenlafaxine)

Antidepressants — SSRIs

Preferred

Non-Preferred, Prior Authorization Required

Celexa® (citalopram)
Lexapro® (escitalopram)
Luvox® (fluvoxamine) *

Paxil® (paroxetine)

Prozac® capsules (fluoxetine)
Prozac® solution (fluoxetine) *
Zoloft® (sertraline)

Celexa® solution (citalopram) *
Lexapro® solution (escitalopram) *
Luvox CR® (fluvoxamine CR)*
Paxil CR® (paroxetine CR)

Paxil ® solution (paroxetine)
Pexeva® (paroxetine)

Prozac® tablets (fluoxetine) *
Prozac Weekly® (fluoxetine) *
Zoloft® solution (sertraline)

Antidepressants — Tricyclics

Preferred

Non-Preferred, Prior Authorization Required

Doxepin capsules and solution
Elavil® (amitriptyline)
Pamelor® (nortriptyline)
Tofranil® (imipramine)

Amoxapine

Anafranil® (clomipramine)
Norpramin® (desipramine)
Pamelor® solution (nortriptyline) *
Surmontil® (trimipramine)
Tofranil - PM® (imipramine) *
Vivactil® (protriptyline) *

Anti-Diarrheal Agents

Preferred

Non-Preferred, Prior Authorization Required

Lotronex®(alosetron)
Viberzi®(eluxadoline)

Xermelo®(telotristat)

Anti-emetics

Cannabinoid

Preferred

Non-Preferred, Prior Authorization Required

Marinol® (dronabinol)

Cesamet® (nabilone)
Syndros® (dronabinol)
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Anti-emetics Serotonin 5HTz Antagonists

Preferred

Non-Preferred, Prior Authorization Required

Zofran® (ondansetron)
Zofran ODT® (ondansetron)

Anzemet® (dolasetron)
Kytril® (granisetron) *
Sancuso® (granisetron)
Zuplenz® (ondansetron)

Antihistamines - Non-Sedating

Preferred

Non-Preferred, Prior Authorization Required

Claritin® (loratadine)

Claritin 24-hr Allergy® (loratadine)
Claritin Hives Relief® (loratadine)
Claritin® Syrup (loratadine)
Zyrtec® (cetirizine)

Zyrtec® Syrup (cetirizine)

Allegra® (fexofenadine)

Allegra® ODT (fexofenadine)

Clarinex® (desloratadine)

Claritin RediTabs® (loratadine)

Xyzal® (levocetirizine) *

Xyzal® solution (levocetirizine) *

The following drugs are covered for KBH only:
Allegra-D® (fexofenadine/pseudoephedrine)
Allegra-D24°® (fexofenadine/pseudoephedrine)
Clarinex-D 12-hour® (desloratadine/pseudoephedrine)
Clarinex-D 24-hour® (desloratadine/pseudoephedrine)

Anti-Viral — Herpes

Preferred

Non-Preferred, Prior Authoriation Required

Valtrex® (valacyclovir)

Zovirax® (acyclovir) (oral dosage forms only)

Famvir® (famciclovir) *
Sitavig® (acyclovir) *

ARBs

Preferred

Non-Preferred, Prior Authorization Required

Avalide® (irbesartan/HCTZ)
Avapro® (irbesartan)

Benicar® (olmesartan)

Benicar HCT® (olmesartan/HCTZ)
Cozaar® (losartan)

Diovan® (valsartan)

Diovan HCT® (valsartan/HCTZ)
Edarbyclor® (azilsartan medoxomi
Entresto® (sacubitril/valsartan)
Hyzaar® (losartan/HCTZ)

Tribenzor® (olmesartan/amlodipine/HCTZ)

Atacand® (candesartan)
Atacand HCT® (candesartan/HCTZ)
Edarbi® (azilsartan medoxomil)

I/chlorthalidone)

ARB/Calcium Channel Blocker Combinations

Preferred

Non-Preferred, Prior Authorization Required

Azor® (amlodipine/olmesartan)
Exforge® (amlodipine/valsartan)

Twynsta® (amlodipine/telmisartan)
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Beta-Blockers

Preferred

Non-Preferred, Prior Authorization Required

Betapace® (sotalol)

Betapace AF® (sotalol AF)

Coreg® (carvedilol)

Inderal® (propranolol) *
Labetalol® (labetalol)

Lopressor® (metoprolol tartrate)
Sectral® (acebutolol)*

Tenormin® (atenolol)

Toprol-XL® (metoprolol succinate)
Ziac® (bisoprolol/HCTZ)

Blocadren® (timolol) *

Bystolic® (nebivolol)

Byvalson® (nebivolol/valsartan)

Coreg CR® (carvedilol CR)

Corgard® (nadolol)

Corzide® (nadolol/bendroflumethiazide)
Dutoprol® (metoprolol/HCTZ)

Inderal® LA (propranolol XL)

InnoPran® XL (propranolol XL)
Kapspargo™ Sprinkle (metoprolol succinate)
Kerlone® (betaxolol) *

Lopressor HCT® (metoprolol/HCTZ)
Visken® (pindolol) *

Zebeta® (bisoprolol) *

Biguanides

Preferred

Non-Preferred, Prior Authorization Required

Glucophage® (metformin)
Glucophage® XR (metformin ER)

Fortamet® (metformin ER
Glumetza® (metformin ER)
Riomet® (metformin oral solution)

Bile Acid Sequestrants

Preferred

Non-Preferred, Prior Authorization Required

Colestid® Tablets (colestipol)
Prevalite® Powder (cholestyramine light)
Prevalite® Powder Packs (cholestyramine light)

Welchol® Powder (colesevelam)
Welchol® Tablets (colesevelam)

Colestid® Granules (colestipol)
Questran® (cholestyramine)
Questran Light® (cholestyramine light)

Bisphosphonates

Preferred

Non-Preferred, Prior Authorization Required

Fosamax® (alendronate)

Actonel® (risedronate)

Atelvia® (risedronate)

Binosto® (alendronate)

Boniva® (ibandronate)

Fosamax® oral solution (alendronate) *
Fosamax Plus D® (alendronate/cholecalciferol)
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product is no longer available. Some PDL drugs also have clinical prior authorization
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Bladder Relaxant Agents

Preferred

Non-Preferred, Prior Authorization Required

Ditropan® (oxybutynin) tablets and syrup*
Ditropan XL® (oxybutynin ER)

Toviaz® (fesoterodine)

Vesicare® (solifenacin)

Detrol® (tolterodine)
Detrol® LA (tolterodine ER)
Enablex® (darifenacin ER)
Gelnique® Gel (oxybutynin)
Myrbetrig®(mirabegron)
Oxytrol® Patch (oxybutynin)
Sanctura® (trospium)*
Sanctura® XR (trospium ER)*
Urispas® (flavoxate) *

Bowel Prep Agents

Preferred

Non-Preferred, Prior Authorization Required

Gavilyte®-C (polyethylene glycol-electrolyte solution)
Gavilyte®-G (polyethylene glycol-electrolyte solution)
Gavilyte®-N (polyethylene glycol-electrolyte solution)
GOLYTELY® (polyethylene glycol-electrolyte solution)
Polyethylene glycol 3350 with electrolytes
Trilyte® (polyethylene glycol-electrolyte solution)

Clenpig™ (sodium picosulfate/magnesium oxide/citric acid)
MoviPrep® (polyethylene glycol-electrolyte solution)
NULYTELY® (polyethylene glycol-electrolyte solution)
OsmoPrep® (sodium phosphate)

Plenvu® (polyethylene glycol-electrolyte solution)
Prepopik® (sodium picosulfate/magnesium oxide/citric acid)
Suprep® Bowel Prep Kit (sodium sulfate/potassium
sulfate/magnesium sulfate)

Calcitonin Gene-Related Peptide (CGRP) Receptor Antagonists

Preferred

Non-Preferred, Prior Authorization Required

Aimovig™(Erenumab-aooe)

Ajovy®(Fremanezumab-vfrm)
Emgality®(Galcanezumab-gnim)

Calcium Channel Blockers — Dihydropyridines

Preferred

Non-Preferred, Prior Authorization Required

Adalat CC® (nifedipine ER)
Norvasc® (amlodipine)
Plendil® (felodipine) *

Procardia® XL (nifedipine ER)

Adalat® (nifedipine IR) *
Cardene® (nicardipine IR) *
DynaCirc® (isradipine IR) *
Katerzia (amlodipine) Suspension
Sular® (nisoldipine)
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Calcium Channel Blockers - Non-Dihydropyridines

Preferred Non-Preferred, Prior Authorization Required
Calan® (verapamil IR) Cardizem® LA (diltiazem)

Calan SR® (verapamil SR) Cardizem® SR (diltiazem)

Cardizem® (diltiazem IR)* Matzim LA® (diltiazem ER)

Cardizem® CD (diltiazem) Tiazac® (diltiazem)

Cartia XT® (diltiazem ER) Verelan® (verapamil SR)

Dilt-XR® (diltiazem ER) Verelan PM® (verapamil)

Isoptin® SR (verapamil SR)*

Taztia XT ®(diltiazem ER)*

Corticosteroids — Oral

Preferred Non-Preferred, Prior Authorization Required
Cortef® (hydrocortisone) Cortone® (cortisone)*
Decadron® (dexamethasone) Dexamethasone Intensol® (dexamethasone) concentrate
Deltasone® (prednisone) Dexpak DP® (dexamethasone)
Dexamethasone 0.5 mg/5 mL elixir Millipred™ (prednisolone)

Millipred™DP 12-day (prednisolone)
Dexamethasone 0.5 mg/5 mL solution Millipred™ DP (prednisolone)
Medrol®(methylprednisolone) Orapred® ODT™(prednisolone)
Medrol Dosepak®(methylprednisolone) Prednisone Intensol™ (prednisone concentrate)
Orapred®(prednisolone) Rayos® (prednisone DR)
Pediapred® (prednisolone) TaperDex DP®(dexamethasone)
Prednisone solution Veripred® 20 (prednisolone)

Prednisone syrup

Corticosteroids — Topical — High Potency

Preferred Non-Preferred, Prior Authorization Required
Clobetasol Proprionate E® (clobetasol propionate) ApexiCon E® (diflorasone diacetate)
Bryhali™ (halobetasol propionate)
Clobex® (clobetasol propionate) Clodan® (clobetasol propionate)
Cormax Scalp® (clobetasol propionate) * Halog® (halcinonide)
Diprolene® (betamethasone dipropionate augmented) Lidex® (fluocinonide) *

Diprolene AF® (betamethasone dipropionate augmented) | Lidex E® (fluocinonide) *
Lexette™ (Halobetasol Propionate) Foam

Olux® (clobetasol propionate) Psorcon® (diflorasone diacetate)
Olux-E® (clobetasol propionate) Sernivo® (betamethasone dipropionate)
Temovate® (clobetasol propionate) Topicort® (desoximetasone)

Ultravate® (halobetasol propionate) Vanos® (fluocinonide)
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product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:
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Corticosteroids — Topical —Intermediate Potency

Preferred

Non-Preferred, Prior Authorization Required

Cutivate® (fluticasone propionate)

DesOwen® (desonide)

Elocon® (mometasone furoate)

Dermatop® (prednicarbate) *

Kenalog® (triamcinolone acetonide)

Synalar® (fluocinolone acetonide)

Triamcinolone acetonide (all generics of brand products on
the PDL)

Beser (Fluticasone Propionate) Kit
Beser (Fluticasone Propionate) Lotion
Cloderm® (clocortolone pivalate)
Cordran® (flurandrenolide)
Dermazone® (triamcinolone acetonide)
Locoid® (hydrocortisone butyrate)
Locoid Lipocream® (hydrocortisone butyrate)
LoKara® (desonide) *

Luxig® (betamethasone valerate)
Nolix® (flurandrenolide)

Pandel® (hydrocortisone probutate)
Trianex® (triamcinolone acetonide)
Triderm® (triamcinolone acetonide)
Tridesilon® (desonide)

Valisone® (betamethasone valerate) *
Westcort® (hydrocortisone valerate) *

Corticosteroids — Topical —Mild Potency

Preferred

Non-Preferred, Prior Authorization Required

Aclovate® (alclometasone diporopionate) *
Hydrocortisone base (all generics of brand products on the PDL)
Synalar® (fluocinolone acetonide)

Ala-Cort® (hydrocortisone base)

Capex® (fluocinolone acetonide)

Derma-Smoothe/FS Body & Scalp® (fluocinolone
acetonide)

Desonate® (desonide)

Fluocinolone Body & Scalp® (fluocinolone acetonide)
Pediaderm HC® (hydrocortisone base)

Texacort® (hydrocortisone base)

Verdeso® (desonide)

COX-Il Inhibitors

Preferred

Non-Preferred

Celebrex® (celecoxib)*

Desmopressin Products

Preferred

Non-Preferred, Prior Authorization Required

DDAVP® (desmopressin) tablets
DDAVP® (desmopressin) nasal solution

DDAVP® Rhinal Tube (desmopressin)
Nocdurna® (desmopressin)
Noctiva™ (desmopressin)
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DPP-4 Inhibitors

Preferred

Non-Preferred, Prior Authorization Required

Januvia® (sitagliptin)
Onglyza® (saxagliptin)

Nesina® (alogliptin)
Tradjenta® (linagliptin)

DPP-4 Inhibitor Combination Agents

Preferred

Non-Preferred, Prior Authorization Required

Janumet?® (sitaliptin/metformin)
Janumet® XR (sitagliptin/metformin XR)
Kombiglyze® XR (saxagliptin/metformin)

Jentadueto® (linagliptin/metformin)
Jentadueto® XR (linagliptin/metformin XR)
Kazano® (alogliptin/metformin)
Oseni®(alogliptin/pioglitazone)

Erythropoiesis-Stimulating Agents

Preferred

Non-Preferred, Prior Authorization Required

Epogen® (epoetin alfa)

Aranesp® (darbepoetin alfa)

Mircera® (methoxy polyethylene glycol-epoetin beta)
Procrit® (epoetin alfa)

Retacrit™ (epoetin alfa-epbx)

Fibric Acid Derivatives

Preferred

Non-Preferred, Prior Authorization Required

Fenofibrate generics
Lopid® (gemfibrozil)
Lofibra® (fenofibrate)
Tricor® (fenofibrate)
Triglide® (fenofibrate)
Trilipix® (fenofibric acid)

Antara® (fenofibrate)
Fenoglide® (fenofibrate)
Lipofen® (fenofibrate)

GLP- 1 Receptor Agonists

Preferred

Non-Preferred, Prior Authorization Required

Bydureon® Pens and Vials (exenatide ER)
Byetta® (exenatide)
Victoza® (liraglutide)

Adlyxin® (lixisenatide)

Bydureon® BCise™ (exenatide ER)
Ozempic® (semaglutide)
Trulicity® (dulaglutide)

Growth Hormones

Preferred

Non-Preferred, Prior Authorization Required

Genotropin® (somatropin)
Genotropin® MiniQuick (somatropin)
Norditropin® FlexPro (somatropin)

Humatrope® (somatropin)

Nutropin AQ NuSpin® (somatropin)

Omnitrope® (somatropin)

Saizen®, Saizenprep®, Saizen Click Easy® (somatropin)
Zomacton® (somatropin)
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Hepatitis C Agents — Direct Acting
Preferred Non-Preferred, Prior Authorization Required
Mavyret®(glecaprevir/pibrentasvir) Daklinza® (daclatasvir)
Epclusa® (sofosbuvir/velpatasvir)
Harvoni® (ledipasvir/sofosbuvir)
Sovaldi® (sofosbuvir)/Olysio® (simprevir) in combination
Technivie® (ombitasvir/paritaprev/ritonavir)
Viekira Pak® (dasabuvir/ombitasvir/paritaprevir/ritonavir)
Viekira® XR (dasabuvir/ombitasvir/paritaprevir/ritonavir)
Zepatier® (elbasvir/grazoprevir)

Hepatitis C Agents - Refractory Treatment
Preferred Non-Preferred, Prior Authorization Required
Mavyret®(glecaprevir/pibrentasvir) Vosevi®(sofosbuvir/velpatasvir/voxilaprevir)

H, Antagonists

Preferred Non-Preferred, Prior Authorization Required
Pepcid® (famotidine) Axid® (nizatidine) *

Zantac® (ranitidine) tablets Axid® (nizatidine) * solution

Zantac® (ranitidine) solution Pepcid® (famotidine) oral suspension

Tagamet® (cimetidine)*
Tagamet® (cimetidine) * solution
Zantac® (ranitidine) capsules

Homozygous Familial Hypercholesterolemia (HoFH) Agents
Preferred Non-Preferred, Prior Authorization Required
Kynamro® (mipomersen) Juxtapid® (lomitapide mesylate)

Hypertriglyceridemia Agents
Preferred Non-Preferred, Prior Authorization Required
Lovaza® (omega-3 acid ethyl esters) Vascepa® (icosapent ethyl)

Immunomodulation Agents - Adult Rheumatoid Arthritis

Preferred Non-Preferred, Prior Authorization Required
Enbrel® (etanercept) Actemra® (tocilizumab)

Humira® (adalimumab) Actemra® ACTpen™

Xeljanz® (tofacitinib) Cimzia® (certolizumab)

Xeljanz® XR (tofacitinib) Inflectra® (infliximab)

Kevzara® (sarilumab)
Kineret® (anakinra)
Olumiant® (baricitinib)
Orencia® (abatacept)
Remicade® (infliximab)
Renflexis® (infliximab)
Rituxan® (rituximab)
Simponi Aria® (golimumab)
Simponi® (golimumab)
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Immunomodulation Agents - Ankylosing Spondylitis

Preferred Non-Preferred, Prior Authorization Required
Enbrel® (etanercept) Cosentyx® (secukinumab)
Humira® (adalimumab) Cimzia® (certolizumab)

Inflectra® (infliximab)

Remicade® (infliximab)
Renflexis® (infliximab)
Simponi® (golimumab)

Immunomodulation Agents - Asthma

Preferred Non-Preferred, Prior Authorization Required
Fasenra™ (benralizumab) Cinqair® (reslizumab)
Xolair® (omalizumab) Dupixent® (dupilumab)

Nucala® (mepolizumab)

Immunomodulation Agents - Crohn’s Disease
Preferred Non-Preferred, Prior Authorization Required
Humira® (adalimumab) Cimzia® (certolizumab)
Entyvio® (vedolizumab)
Inflectra® (infliximab)
Remicade® (infliximab)
Renflexis® (infliximab)
Stelara® (ustekinumab)
Tysabri® (natalizumab)

Immunomodulation Agents - Juvenile Idiopathic Arthritis

Preferred Non-Preferred, Prior Authorization Required
Enbrel® (etanercept) Actemra® (tocilizumab)
Humira® (adalimumab) llaris® (canakinumab)

Orencia® (abatacept)

Immunomodulation Agents - Plaque Psoriasis

Preferred Non-Preferred, Prior Authorization Required
Enbrel® (etanercept) Amevive® (alefacept)
Humira® (adalimumab) Cosentyx® (secukinumab)

Otezla® (apremilast)
Inflectra® (infliximab)
Remicade® (infliximab)
Renflexis® (infliximab)
Siliq® (brodalumab)
Stelara® (ustekinumab)
Taltz® (ixekizumab)
Tremfya®(Guselkumab)
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Immunomodulation Agents - Psoriatic Arthritis

Preferred Non-Preferred, Prior Authorization Required
Enbrel® (etanercept) Cosentyx® (secukinumab)

Humira® (adalimumab) Cimzia® (certolizumab)

Otezla® (apremilast)

Xeljanz® (tofacitinib) Inflectra® (infliximab)

Xeljanz® XR (tofacitinib) Remicade® (infliximab)

Renflexis® (infliximab)
Simponi® (golimumab)
Stelara® (ustekinumab)
Orencia®(abatacept)
Taltz® (ixekizumab)

Atopic Dermatitis Agents -Topical

Preferred Non-Preferred, Prior Authorization Required
Eucrisa® (crisaborole) Elidel® (pimecrolimus)
Protopic® (tacrolimus)

Immunomodaulation Agents - Ulcerative Colitis

Preferred Non-Preferred, Prior Authorization Required
Humira® (adalimumab) Entyvio® (vedolizumab)
Xeljanz® (tofacitinib) Inflectra® (infliximab)

Remicade® (infliximab)
Renflexis® (infliximab)
Simponi® (golimumab)

Inflammatory Bowel Disease Agents — Oral

Preferred Non-Preferred, Prior Authorization Required
Azulfidine® (sulfasalazine) Apriso® (mesalamine ER 24hr)

Azulfadine® EN-tabs (sulfasalazine) Asacol® HD (mesalamine DR)

Colazal® (balsalazide disodium) Dipentum® (olsalazine)

Delzicol® (mesalamine DR)* Entocort® EC (budesonide)

Pentasa® (mesalamine ER) * Lialda® (mesalamine DR)

Uceris® (budesonide)

Insulin - Long-Acting

Preferred Non-Preferred, Prior Authorization Required
Lantus® (insulin glargine) Basaglar® (insulin glargine)

Lantus SoloStar® (insulin glargine) Toujeo Solostar® (insulin glargine)

Levemir® Vial, FlexPen, FlexTouch (insulin detemir) Tresiba Flextouch® (insulin degludec) & Tresiba® Vial

Insulin - Long-Acting/GLP-1 RA
Preferred Non-Preferred, Prior Authorization Required
Soliqua® (insulin glargine/lixisenatide) Xultophy® (insulin degludec/liraglutide)
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Insulin- Short Acting and Intermediate Acting

Preferred

Non-Preferred, Prior Authorization Required

Admelog® Vial, Solostar (insulin lispro)
Humalog® Insulin Products
Humulin® Insulin Products

Afrezza® (insulin regular inhalation)
Apidra® Vial, Solostar®

Fiasp® Vial, Flextouch®

Novolog® Insulin Products
Novolin® Insulin Products

Leukotriene Modifiers

Preferred

Non-Preferred, Prior Authorization Required

Singulair® (Montelukast Sodium) Tablets

Accolate® (Zafirlukast) Tablets
Zyflo® (Zileuton) Tablets
Zyflo CR™ (Zileuton) Tablets

Lice Treatments

Preferred

Non-Preferred, Prior Authorization Required

Spinosad (Generics)
Natroba® (Spinosad)
Sklice® (Product Currently Not Available)

Ovide® (malathion)

Meglitinides

Preferred

Non-Preferred, Prior Authorization Required

Prandin® (repaglinide)

Starlix® (nateglinide)

Methotrexate Products

Preferred

Non-Preferred, Prior Authorization Required

Rasuvo® (methotrexate)
Methotrexate 2.5 mg tablets

Otrexup® (methotrexate)
Trexall® (methotrexate)
Xatmep® (methotrexate)

Muscle Relaxants — Skeletal

Preferred

Non-Preferred, Prior Authorization Required

Flexeril® (cyclobenzaprine)*
Robaxin® (methocarbamol)
Robaxin-750® (methocarbamol)

Amrix® (cyclobenzaprine ER)

Fexmid® 7.5mg (cyclobenzaprine)

Lorzone® (chlorzoxazone)

Metaxall® (metaxalone)

Norflex® (orphenadrine) *

Norgesic® (orphenadrine/aspirin/caffeine)
Norgesic® Forte (orphenadrine/aspirin/caffeine)
Parafon Forte DSC® (chlorzoxazone) *

Skelaxin® (metaxalone)

Soma® (carisoprodol)
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Muscle Relaxants — Spasticity

Preferred

Non-Preferred, Prior Authorization Required

Lioresal® (baclofen)
Zanaflex® Tablets (tizanidine)

Dantrium® (dantrolene)
Zanaflex® Capsules (tizanidine)

Non-Steroidal Anti-Inflammatory Drugs - Oral

Preferred

Non-Preferred, Prior Authorization Required

Advil® (ibuprofen)

Aleve® (naproxen)

EC-Naprosyn® (naproxen)

Ansaid® (flurbiprofen)*

Cataflam® (diclofenac potassium)*
Clinoril® (sulindac) *

Indocin® (indomethacin)

Mobic® (meloxicam)

Motrin® (ibuprofen)

Motrin-IB® (ibuprofen)

Naprosyn® (naproxen)

Relafen® (nabumetone)*
Toradol®(ketorolac) (limited to a 5 day supply)*
Voltaren®(diclofenac sodium oral) *
Voltaren® XR (diclofenac sodium oral) *

Anaprox® (naproxen)

Anaprox DS® (naproxen)
Arthrotec® (diclofenac/misoprostol)
Cambia® (diclofenac)

Daypro® (oxaprozin)

Dolobid® (diflunisal) *

Feldene® (piroxicam)

Indocin® SR (indomethacin)
Lodine® (etodolac)

Lodine® XL (etodolac)*
Meclomen® (meclofenamate) *
Nalfon® (fenoprofen)

Naprelan® (naproxen)

Naprelan® CR Dosepak (naproxen)
Orudis® (ketoprofen)*

Orudis® KT (ketoprofen) *
Oruvail® (ketoprofen)*

Ponstel® (mefenamic acid)*

Qmiiz ODT™ (Meloxicam) Tablets
Tivorbex® (indomethacin)
Tolectin 600® (tolmetin)*

Tolectin DS® (tolmetin)
Vimovo®(naproxen/esomeprazole)
Vivlodex® (Meloxicam)

Zipsor® (diclofenac)

Zorvolex® (diclofenac)

Non-Steroidal Anti-Inflammatory Drugs — Topical

Preferred

Non-Preferred, Prior Authorization Required

Flector® Patch (diclofenac epolamine)
Voltaren® Gel (diclofenac)

Pennsaid® (diclofenac)
Sprix® Nasal Spray (ketorolac tromethamine)
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Opioids - Short-Acting
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KanCare

Preferred

Non-Preferred-Prior Authorization Required

Codeine sulfate (all generics)

Dilaudid® (hydromorphone HCI)

Fioricet® with Codeine 50/325/40/30 mg
(butalbital/acetaminophen/caffeine/codeine)
Hycet® (hydrocodone bitartrate/acetaminophen) *
Levorphanol (all generics)

Lorcet® (hydrocodone bitartrate/acetaminophen)
Lortab® (hydrocodone bitartrate/acetaminophen)
Morphine sulfate (all generics) *

Norco® (hydrocodone bitartrate/acetaminophen)
Oxycodone HCI (all generics) *

Percocet® (oxycodone HCl/acetaminophen)
Percodan® (oxycodone HCl/aspirin) *

Roxicet™ (oxycodone HCl/acetaminophen) *

Talwin® NX (pentazocine/naloxone) *

Tylenol® No. 2 (codeine phosphate/acetaminophen)
Tylenol® No. 3 (codeine phosphate/acetaminophen)
Tylenol® No. 4 (codeine phosphate/acetaminophen)
Ultracet® (tramadol/acetaminophen)

Ultram® (tramadol)

Vicodin® (hydrocodone bitartrate/acetaminophen)
Vicodin ES® (hydrocodone bitartrate/acetaminophen)

Abstral® (fentanyl)

Actiq® (fentanyl)

Combunox™ (oxycodone/ibuprofen) *

Demerol® (meperidine HCl)

Fentora® (fentanyl)

Fioricet® with Codeine 50/300/40/30
(butalbital/acetaminophen/ceffeine/acetaminophen)
Fiorinal® with Codeine (butalbital/aspirin/caffeine/codeine)
Lazanda™ (fentanyl)

Lorcet HD® (hydrocodone bitartrate/acetaminophen)
Lorcet Plus® (hydrocodone bitartrate/acetaminophen)
Nucynta™ (tapentadol)

Opana® (oxymorphone HCI)

Oxaydo® (oxycodone HCI)

Primlev™ (oxycodone HCl/acetaminophen)
Roxybond™ (oxycodone)

Subsys® (fentanyl)

Vicoden HP® (hydrocodone bitartrate/acetaminophen)
Xodol® (hydrocodone bitartrate/acetaminophen)

Opioids - L

ong-Acting

Preferred

Non-Preferred-Prior Authorization Required

Hysingla® ER (hydrocodone ER)
Embeda® (morphine/naltrexone)*
MS Contin® (morphine sulfate ER)
OxyContin® (oxycodone SR)
Ultram® ER (tramadol ER) *

Arymo™ ER (morphine sulfate ER)
Avinza® (morphine sulfate ER) *
Belbuca® (buprenorphine)
Butrans® (buprenorphine)
ConZip® (tramadol)

Duragesic® (fentanyl)

Exalgo® (hydromorphone HCI ER)
Kadian® (morphine sulfate ER)
MorphaBond ER® (morphine sulfate ER)
Nucynta® ER (tapentadol)
Opana® ER (oxymorphone)
Ryzolt® (tramadol ER) *

Xtampza® ER (oxycodone ER)
Zohydro® ER (hydrocodone ER)
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Pancreatic Enzyme Replacements

Preferred Non-Preferred, Prior Authorization Required
Creon® (pancrelipase)* Pertzye ® (pancrelipase)
Pancreaze® (pancrelipase)* Viokace® (pancrelipase)

Zenpep® (pancrelipase)*

PCSK-9 Inhibitors
Preferred Non-Preferred, Prior Authorization Required
Praluent® (alirocumab)
Repatha® (evolocumab)

Phosphate Binder Agents

Preferred Non-Preferred, Prior Authorization Required
Eliphos® (calcium acetate) + Auryxia® (ferric citrate)

Phoslo® (calcium acetate) + Fosrenol® (lanthanum carbonate)

Renagel® (sevelamer HCIl) Tablets Phoslyra® (calcium acetate oral solution)
Renvela® (sevelamer carbonate) Tablets Renvela® (sevelamer carbonate) Powder Packs

Velphoro® (sucroferric oxyhydroxide)

Platelet Aggregation Inhibitors - Secondary Cardiac Prevention

Preferred Non-Preferred, Prior Authorization Required
Brilinta® (ticagrelor) Effient® (prasurgrel)
Plavix® (clopidogrel) Zontivity® (vorapaxar)

Platelet Aggregation Inhibitors — Stroke
Preferred Non-Preferred, Prior Authorization Required
Plavix® (clopidogrel) Aggrenox® (aspirin-dipyridamole ER)

Proton Pump Inhibitors

Preferred Non-Preferred, Prior Authorization Required
Prilosec® (omeprazole)* AcipHex® (rabeprazole)

Protonix® (pantoprazole) AcipHex® Sprinkles™ (rabeprazole)

Generic Esomeprazole* DR Caps Dexilant® (dexlansoprazole)*

Generic Lansoprazole* DR Caps Dexilant® SoluTab (dexlansoprazole)

Esomeprazole strontium® (esomeprazole strontium)
Nexium® (esomeprazole)

Nexium ®Suspension (esomeprazole)

Prevacid® (lansoprazole)

Prevacid SoluTab® (lansoprazole)

Prilosec® Packets (omeprazole)

Protonix® Packets (pantoprazole)

Zegerid® (omeprazole/sodium bicarbonate)
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Pulmonary Hypertension Agents

Preferred Non-Preferred, Prior Authorization Required
Adcirca® (tadalafil) Opsumit® (macitentan)

Adempas® (riociguat) Remodulin® (treprostinil)

Letairis® (ambrisentan) Tyvaso®, Tyvaso® Starter, Tyvaso® Refill (treprostinil)
Orenitram® (treprostinil) Uptravi® (selexipag)

Revatio® (sildenafil) Ventavis® (iloprost)

Tracleer® (bosentan)

Rosacea Agents - Topical

Preferred Non-Preferred, Prior Authorization Required
Metrocream® (metronidazole) Azelex® (azelaic acid)
Metrogel® (metronidazole) Finacea® (azelaic acid)

MetrolLotion® (metronidazole)
Mirvaso® (brimonidine)
Noritate® (metronidazole)
Rhofade® (oxymetazoline)
Rosadan® (metronidazole)
Soolantra® (ivermectin)

SGLT2 (sodium-glucose co-transporter 2) Inhibitors
Preferred Non-Preferred, Prior Authorization Required
Invokana® (canagliflozin) Farxiga® (dapagliflozin)
Jardiance® (empagliflozin)
Steglatro™ (ertugliflozin)

SGLT2 Inhibitor/DPP-4 Inhibitor Combination Agents
Preferred Non-Preferred, Prior Authorization Required
Qtern® (dapagliflozin/saxagliptin) Steglujan™ (ertugliflozin/sitagliptin)
Glyxambi® (empagliflozin/linagliptin)

SGLT2 Inhibitors/Biguanide Combination Agents

Preferred Non-Preferred, Prior Authorization Required
Invokamet® (canagliflozin/metformin) Segluromet™ (ertugliflozin/metformin)
Invokamet® XR (canagliflozin/metformin ER) Synjardy® (empagliflozin/metformin)

Synjardy® XR (empagliflozin/metformin ER)
Xigduo XR®(dapagliflozin/metformin ER)

Sleep Agents - Non-Scheduled
Preferred Non-Preferred, Prior Authorization Required
Rozerem® (ramelteon) Hetlioz® (tasimelteon)
Silenor® (doxepin)
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Sleep Agents — Scheduled - Non-Benzodiazepine

Preferred Non-Preferred, Prior Authorization Required
Ambien® (zolpidem) Ambien® CR (zolpidem CR)
Zolpidem generics Belsomra® (suvorexant)

Edluar® (zolpidem)
Intermezzo® (zolpidem)
Lunesta® (eszopiclone)
Sonata® (zaleplon)
Zolpimist® (zolpidem)

Statins
Preferred Non-Preferred, Prior Authorization Required
Crestor® (rosuvastatin) Altoprev® (lovastatin)
Lipitor® (atorvastatin) Lescol® (fluvastatin) *
Mevacor® (lovastatin) * Lescol® XL (fluvastatin)
Pravachol® (pravastatin) Livalo® (pitavastatin)
Zocor® (simvastatin) Zypitamag™ (pitavastatin)

Statin Combination
Preferred Non-Preferred
Caduet® (amlodipine/atorvastatin)
Vytorin® (ezetimibe/simvastatin)

Sulfonylureas — 2"Y Generation

Preferred Non-Preferred, Prior Authorization Required
Amaryl® (glimepiride) Glucotrol XL® (glipizide XL)
DiaBeta® (glyburide) * Metaglip® (glipizide/metformin) *

Glucotrol® (glipizide)

Glucovance® (glyburide/metformin)
Glynase PresTab® (micronized glyburide)
Micronase® (glyburide) *

Thiazolidinediones

Preferred Non-Preferred, Prior Authorization Required
Actos® (pioglitazone) ACTOplus Met® XR (pioglitazone/metformin)
ACTOplus Met® (pioglitazone/metformin) Avandia® (rosiglitazone)

Duetact® (pioglitazone/glimepiride)

Thrombopoietin Receptor Agonists
Preferred Non-Preferred, Prior Authorization Required
Nplate® (romiplostim)
Promacta® (eltrombopag)
Promacta®(eltrombopag) Powder Packet
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Triptans
Preferred Non-Preferred, Prior Authorization Required
Amerge® (naratriptan) Alsuma® (sumatriptan) *
Imitrex® (sumatriptan) tablets Axert® (almotriptan)
Maxalt® (rizatriptan) Frova® (frovatriptan)
Maxalt-MLT® (rizatriptan) Imitrex® (sumatriptan) pens, vials, cartridges, nasal spray
Relpax® (eletriptan) Onzetra Xsail® (sumatriptan)
Zomig® (zolmitriptan) nasal solution Sumavel DosePro® (sumatriptan)

Tosymra (Sumatriptan) Nasal Spray
Zembrace Symtouch® (sumatriptan)
Zecuity® (sumatriptan) *

Zomig® (zolmitriptan) tablets
Zomig-ZMT® (zolmitriptan)

Xanthine Oxidase Inhibitors
Preferred Non-Preferred, Prior Authorization Required
Zyloprim® (allopurinol) Uloric® (febuxostat)
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Generic tobramycin 300 Mg/5 ML Nebulization SOIULION .......c.cccviiiiiiiicciecee ettt b et et e b e ebeebeebe e teesanas 2
GENOTIOPIN® (SOMALIOPIN) . uviiiiiiiiieeiiie et e ettt estee et e e sttt eebeeestreesbeeeabaeesbaseasaeesssaeansesesasasessseassaesnsaeesasesensesennsesensseesnsessnses 15
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Genotropin® MiniQUICK (SOMAtIOPIN) ...iiiieeicieeiieeeiieeste e st e e st e st e e stteestee e saeesteeaseeesaseeeaseeesssaeassaessnsesasseesnsesssseessseesnses 15
(€Y [0TeloT o] o =T LRl (3 Y=Y d o] 411 ) S 11
Glucophage® XR (MELFOrMIN ER) .....cciciiiiiiiiciieeciee ettt e et e et e st e et e e ste e e tteesateeeasaeeaaseeesasesstaeansaeesnseesnseeasseesnsaeessseeanses 11
LG [0 Tolo A oY I A (= 1T o A Te L= 4 I S 24
(€Y [0 ToTo 4 oY Rl F={ 1T o1 AT =) S 24
Glucovance® (glybUuride/MELTOIMINY .....ccii ittt et e te e st e s e s te e be et e e beesbeesbaesabeeabeesteataesteesssesasennns 24
GlUMELZA® (MELFOIMIN ER) ..oiiiiiiiciee et eee e ee ettt e e e e st e e st e e e bteesatee e saeesaseeanseeeansaeensasessseeansaeasnsaesnseeannseesnsseesnseeansns 11
Glynase PresTab® (MiIcronized gIYOUIIAE).......uiiiiir ittt ee et e et e e s ate e st e e e s ateeesaeesnseeensaeesaseeennes 24
LGN ATy e (/0T 11 oY ) USRI 7
Glyxambi® (€mpPagliflozin/lINAGIIPTIN ..ccveeieeeiecie ettt et te e ste e st e s b e e beebe e be e beesbaessbeeabeeabeeteestaeseeesasesaseeans 23
GOLYTELY® (polyethylene glycol-electrolyte SOIULION) .......cooiiiiii it e e e e e e e re e e e enra e e e e enres 12
Y Loy = (o F=1 1ol g oY a Yo 1= ISR 13
Harvoni® (Iedipasvir/SOTOSDUVIE) .......ciiiiiiiiie ettt ettt e et e e e te e et e e tteesebeeestbeestbeeetesesabeeeseeensseessesessreens 16
=l Toy A (= I g 1] =To ] o) FO SR 23
[ [0 aa T ] FoT =t o T U] g T o o o (¥ ot £ U 19
[V aa T ageY o Tohl o T T A oY o1 o) SRR 15
[ (0T a oY= R - 1o =111 00T 4 F=1 ) [ SRR 16, 17, 18
HUMUIIN® INSUIIN PrOGUCES .....viiiiiiectie ettt e sttt s s et te e et e st eeesateessteeesateesateeessaeessseeeseeessseeenseeesnseesnseeesnseesseeenssensns 19
Hydrocortisone base (all generics of brand products 0N the PDL) .........eeeeeiiiiei ettt e et vae e e e aaeee s 14
Hysingla® ER (NYArOCOAONE ER) .....uiiiiiiiiee ettt e e e ettt e e e ettt e e e e ate e e e eataeeeessaeeeensaeeeenssaeeesnntaeeeansaeeeensaneenannrnnans 21
HYZAAI® (I0SAITAN/HCTZ) .eeveiitie ettt ettt e et te ettt e te e s be e e taeetbeebe e beesbeestsesabesabesabeenbeebaaasseesseeaseenbeeteestsesasesabeenbeenseenseesnes 10
I I (o= T = (T T8 [y o T- ) SRR 17
1A o R Y=Y o F=Y 1Y g - o) SRS 4
Imitrex® (sumatriptan) pens, vials, Cartridges, NASAl SPray ......cccciiiciieiiee ettt et et e e e et e e s e e e sbre e sbeeestaeesaseesbeeessseeans 25
IMItreX® (SUMATHIPTAN) TADIETS ... iii e et te e et e e st e e e be e e bbeeebeeessbeesssaeeabaeesaseeensaeessseesseeessrenans 25
Incruse Ellipta® (Umechidinium BIrOMITE).......ciciie ettt e s e e et e e tre e et a e e s ab e e e abaeebaeesabaeessseesaseeensseesasaeenses 1
Yo 1T = R o doT 1= g o1 o] ) ST USRUS 11
Yo I = R I (T oY o] =Y Te] [ I q N IO TR URUSRRUR 11
INAOCING (INAOMETNACIN) ... tviiieeieiee ettt ettt ettt e ettt e e e tbe e e e eetteeeeeeabseeeeassaesesstseeeeassseeesasbaesesasbseseenssreeeeassreeeennnreeens 20
INAOCIN® SR (INAOMETNACIN) ...viiiieieiee ettt eeett e e ettt e e eetae e e e eeabeeeeseabaeeeeataeeeeassseeesassaesesnbaeeeenstaesesansreseeannrneens 20
Tl LTt d = Rl 1V i 10T 1 4 F=1 ) SRR 16, 17, 18
Tl =Tt d = R (0 4 Ta =1 o) PRI 18
TaTae] S = o R (I (o g Yo =Yg Yo (o] 1D {1 U 11
Tal A=Y gy 7o R b 2o ] o] Lo (=T o) IR 24
INTUNIV (GUANTACINE) TADS .. .eiiiiiciiie ettt e et e e e et e e e e e be e e e eebeeeeseabaeeeeaabeeeaeansaasaeasasseeanssseaeastnsaesassesaesnssenassnns 7
Inveltys® (Loteprednol Etabonate) SUSPENSION .......ccicciiiiiecieee ettt ettt ee e ettt e e e ettt e e e etbeeeeebaeeeesbaeeaessseeaesassaeaesasranaesnns 4
Invokamet® (canagliflozin/mMEtfOrMMIN) ......cc.oeiieiiece ettt ettt e e et e e e ete e e etteeeteeeeteeesbeeeeteeeenteeereeesrreeans 23
Invokamet® XR (canagliflozin/metformin ER).......ccviiouie ittt et eetee ettt e et e et e e e ete e estveeeateeeeteeesaseeenseeeesseeenseeessreeans 23
INVOKANA® (CANAGITIOZIN) ...ttt e e et e e e e et abe e e e e ettaeeesabaeeeessaeeeessaeaesntassaasssaeesansseeesansreeans 23
[0PIAINE® (APTACIONIAINEG) ... .erieei ettt ettt e e et e e e et ee e e e ettt e e eebaaeeeeateaeaeasssseasassaeaeassaeaeanssseaeassssaesassesaesassanaesnns 3
ISOPLIN® SR (VEIrAPAMII SR) ¥ ...eiiiiiieeiie ettt e et s e e ta e e e te e e tte e s ateeebaeesabeeebee e saeesabeeesseesssaeansesesaseseseeesasaessesessrenans 13
[ ] Lol Rl L Ta Vo] o] ) RSP RURRRURRRIN 3
JanUuMEL® (SItaliPtin/METFOIMIN) ..occvi ittt et et este e st e et e e beebe e be e beesteeeabeeabeenbeebaestsesasesasesnbeenseenseensnas 15
Janumet® XR (Sitagliptin/mMeEtformMin XR) ..ocvicii ittt et ettt et eb e bt e te e beesteeeabeeabeesbeesbeesasesabeeabeenbeeseeseenanas 15
JANUVIA® (STEAGIIITIN c.uveieiiie ettt ettt e e et e e bt e e e be e e taeestbeeebaeesabeesasseesaeesabesesseeaaseeansasesaseseseeeassaeensaeennseanns 15
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e I Lol (=Y o gV e T= V{1 o AT o ) ISR 23
Jentadueto® (liNagliptin/mMEtfOrmin ...t e te et e e st e e s tbeeabeeabe e beesbaesasesateeabeenbeenteesnas 15
Jentadueto® XR (linagliptin/metformin XR) ..ottt et e e te e et e s taesabe et eebeebeestaesabesateenbeenseasaessns 15
Jornay PM™ (Methylphenidat@ ER).......c.eeiuiiiiieecie ettt e et e e e e e et e e sate e e tae e s aseesaseeeasaeesaseeensseesnteesnsaeesnsessnses 7
0D q =Y o1 [ Rl ([T g = o Lo [l 4 =TV = ) USSR 16
Kadian® (MOorphing SUIfAte ER) ......ccc.eiiiiiiiiie ettt st eette et e s tee e st te e s te e e sateeeteeassteesabaeesseessseeanseeesnsesansaeesseesnseeesssenans 21
Kapspargo™ Sprinkle (Metoprolol SUCCINGTE) ......ccciiiiiie ettt ettt e e ee e e te e e ste e e s e e e beeessteessaeesaseesnseeesssenans 11
T XV LY (ol [ T a1 o LT o TN =1 2 I 1= o T3S 7
Katerzia (amIodiping) SUSPENSION.......iiiieeitie ettt e cteeeetee et eertteeste e e teeesate e s teeessteesteeasaeesaseeeasseeassaeansesesnsesenseeessseesnsesesssenans 12
Kazano® (@logliptin/MEfOrMIN) ....cci ittt et er e e st e st e s be e beebe e beesbeesbbeeabeeabeesbeeteesbeesasesabesabeenbeenseensnas 15
(Gl F 1l -l (g Ta g Yol o] loT g TN ol =] o] a1 e 1<) TR 14
Keppra XR® (1€VETIrACETAM XR) .. ..uiiiiiiiiiee it ettt e e eette e e e et e e e e e tee e e e e abteeeeebtaeeeeabeaeaeaseseesansaaseeanstaseeansasaeeaseseesaasseseesassaneesnns 7
T oo = R TSV AT = Yol <] =0 o) IR PSRRI 7
Keppra® SoIULiION (IEVETIFACETAM) ....ii it e et e e e et e e e e ebteeeeebteeeeenbeaeeeestaeeeensaseaeaseseesaasteeesansraneesnns 7
T g LoT T | oY1 7= Do) [o] I ISR 11
V72T Rl - T (VT 0 =1 o) PSRRI 16
QLo 1o R (o [T < o1 oY =D ] o 1= I PSRRI 9
LT Yo 1 (T ) ISR 16
Kitabis pak® (t0bramyCin NEDUIIZEN) ......uee ettt e e e et e e e e et te e e s ebtaeeeesteeeesbaeeeeabeseeeasseeeesssneeesnns 2
Klaron® (sulfacetamide) lotion (SUSPENSION) ...iciiuiieeiiiiieee ettt e e et e e eette e e eette e e eebaeeeeebteeesebtaeeeestaeesasaseaesassaeeesasseseesasseneesnns 5
Kombiglyze® XR (SaXagliptin/mMeEtfOrimin) ......ccciiciiiciiiiiciie ettt ettt e ete et e e s be e s ta e e b e eabeebe e teestbesaseeabeenbeebaesseenanes 15
KYNAMEO® (IMIPOMIEISEN) ..veiiitiiiiiiieeieeeeteeeteeestteeeetee e sttt e stee e taeesbeeesseassseesnsesassseesaseeansasasnsesasseesssaeansesesnsesansseessseeaseeesssenans 16
QY g R (- =T o TRy o] o) SRS 10
1Y 2=y =1 (o] Rl ( Y o 11 =] Lo ) IR RO TR ORI 11
Lantus SOl0Star® (INSUIIN GlarZiNe).......ccueeiciiiiiieccee ettt ettt e e et e e ste e st a e e s abe e e sbee e bbeesbaeessseesssaeeaseeasaseesseeensseesnsaeessseeans 18
LanNTUS® (INSUIIN BIAIZINE) .veeiiiiiiiieeiie ettt ettt et e et e e et e e e te e e s ate e s beeesaseeebee e baeesabaeesseeassaesasesesnseeensaeessseessseesssenans 18
LaSTACATE® (@ICATEATING) .eiiiiiriiee ettt ettt e et e e e e ba e e e eebaaeeeebaaeeeebbaeee e bbaeeestaaeeestaeeeeeasbaeeesasbeeeesasreneesnns 3
LESCOI® (fIUVASTATIN) ¥ .eerveeiiiieiee ettt ettt ettt e ettt e e ettt e eeetb e e e e e tbeee e e tsaeeeessseeesassaesesassaeseeasssaeesassaaseesbseeeennsseeeeansseeesannrneens 24
LESCOI® XL (FIUVASTALIN) wrvveiiiiriiiiiiieeecetrie e ettt e ettt e eeette e e eetbeeeeeetbeeeeetbeeeeeesssesesassaeeeessseseeasssaeesassaeseesbseeeennsseeesnssseeeeannrneens 24
LetairiS® (@MBIISENTAN) ..veiiiiiiiie ettt ettt eette e e ettt e e e tae e e e eetreeeeeeabaeeesassaeseesbseeeeassseeessbaesessbseeesansseeeeassreeeeannreeens 23
Levemir® Vial, FlexPen, FIexTouch (inSUlin deTeMIK) .......coocuiiii ittt et e e et e e e et e e e e abae e e e nnreeans 18
W o] fo R (=T 1 =1 (oY o = 1a o) IF U UUURRRURRRR 9
WNE] o] fo R Yo Vi o] W (=Tl =1 1o T o =Y 1) RSP UURROURUR 9
Lexette™ (Halobetasol Propionate) FOAM ........ciiiii e e cteee e ettt e ettt e e ettt e e e s ate e e e eataeeeeataeee e nsaeeeensaeseeansseeeeansseeesanssneans 13
RE] (o R (s V=T | =T g T o T B 2 TSR 18
LideX E® (fIUOCINONITR) ¥ ...ttt e ettt e e ettt e e e e tt e e e e eabeeeeeaseeaesssaeaeessasaaesssase e ssassesnsseseannssesesanssasenannseeans 13
Lo 1oy £ [V e Yol o Yo o [T 1<) IR RSP URUSURRRRPI 13
LINZESS®(IINACIOTIAR) ™ ....eeieietieee ettt ettt e e ettt e e e e bt e e e e e beeeeeebeeeeeeabaaeeeaabaaaaeassssaeanssaeaeanssaaasansessaesassasaesassanaesassaneesnss 8
RToY (XY= Rl (o F=Tel[o] =T o) FS RS URUR U RRRRRR 20
N1 TN o] =Y (oY AV 1 - 14 o) [OOSR USRI 24
T oTe Y {=Y A R { (=T Vol 1] o= | =) U TR USRS 15
LIVAlO® (PITAVASTATIN .c.ueiiiitieiiiieeieeeciee et e et e ettt e et eeeteesbee e baeesbee e beeessseesaseeesssaesaseearsseesasesesseesssaeansesesnseseseeeasseesseeesssenans 24
Locoid Lipocream® (NydroCortiSONE DULYIAtE) ....ccc.eeieveeiiiiecciieeciee ettt e st e et e este e e ete e e tee e s beeestbeesabeeebaeesaseesseeesasaesseeesssenans 14
LoCOid® (NYdroCOItiSONE DULYIATE) ...eiiiuiiiiiieiiiieciee ettt e et e ettt e e e et e e et e e s teeesabeeebee e baeesbaeesseesssaeenseeesaseesseeessseesnsesenssenans 14
[ Yo [Ta =R (=] oo [o]F-To) ISR 20

Page 35 of 45 Last Updated: October 1, 2019


http://www.kdheks.gov/hcf/pharmacy/pa_criteria.htm

PREFERRED DRUG LIST
When a generic product is available, for a preferred or non-preferred agent, the pharmacy will

receive a lower reimbursement rate for the branded product unless a DAW PA is obtained.
I <ansaS Products listed in RED have changed from the previous month’s publication
”‘,‘;:FL‘}T\",‘,;;,i,‘f,,‘l"" Preferred medications marked with an asterisks (*) can be opened and sprinkled into soft anC arc

food; refer to product labeling. Products marked with a (+) indicate that the brand name
product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:
http://www.kdheks.qov/hcf/pharmacy/pa_criteria.htm

(o To [T o TRl I (=] o o Fo] F- o) SRS 20
o 1T o s Rl (1T Ve T o] = <) SR 15
o] € L= Rl e 1=Y-Yo Y T o [ ISR 14
Lonhala™ Magnair™ (ZIYCOPYITOIAtE) ....uiieceiieiiee et ecteeeee ettt e et e ettt e st e e et e e s teeetaeesate e e taeesaseeanseeeseaeansaeesseesnseeansseesnsenansns 1
(oY o Lo Rl (=11 210Y 11 0T e .41 ) ISR 15
(oY ol =T o Yol o 00 K (1 oY=y oY T o] (o] 1A = [ 174 RSSO 11
(oY o I Yo ol {aa Y=l oY o e [o I = d =1 4 ) ISR 11
(oY oo a1-Rl (el o] o] 03 C: 4] o= ISR 19
Lotemax® (Loteprednol ELtaDONAte) GEl......c..icciieeciieeciee ettt tee e e et e et te e st e e e s et e e eateeeaseaesataeessseesnteeensseesnseeannes 4
Lotemax® (Loteprednol Etabonate) OINTMENT .........iiiiie ettt e et e e tre e st e e st e e st e e ebaeesataeesaeesnteeesseesnsaeennes 4
Lotemax® (Loteprednol Etabonate) SUSPENSION.......cccciiii ittt e e e et te e e e et te e e e ebteeeeebaeeeeasteeessastaseesnreneesnns 4
Lotemax® SM (Loteprednol Etabonate) GEl ..........ueeiieiiie ettt et e e e tte e e e e tte e e e e bte e e e ebte e e e snteeeesnraeeeeans 4
o =Y T TRl (oY o T T2=T oL o1 | PSRRI 5
Lotrel® (benazepril/amIOdIPING) .....cc.eeeciei ettt ettt e et e e te e e e te e e beeeetteeebesesabeesabeeeseeesabesebeeeasseeenseeesnreeenses 5
(o) ugo] o[- G -1 (oY=t d o] o) ISP UURRRUR 9
Lovaza® (0mMega-3 ACid ELNYI @STEIS)......uiii ittt ete e e e et e e e et e e e e eeataeeeeaasaee e e ssaeee e staseeensaeeeensaeeesnnsaeeens 16
(T o 1T= Vo Rl (o1 [aa ¥ [ o] o o 1) o PP UURRUR 4
W11 = Rl (=T 2T o 1ol (o] o =) TP 24
LUVOX CR® (FIUVOXAMINE CR) * ..o iciiie ettt e ettt e e ettt e e ettt e e e e ettt e e e e e abteeeseabeaeeeeaseaeeeanstesasansaaseeansaaseeansesaeeanseseesaassesessnssanessnns 9
Yoy Gl 1 (VA0 ) 411 0= USRI 9
LUXiQ® (DETAMETNASONE VAIEIATE) .....ueieieieeiiie ettt ettt ettt e et e e te e e baeesateeebee e sbeesabaeesseesssaeanseeasnseeanseeessseesnseeesssenans 14
Ry Tor R (oY =Y == o =11 ) IS 7
Lyrica®Solution (Pre8abalin) .........eeciii ettt et et e et e et e e st e e e tae e ate e e baeeeabeeebae e bae e e baeebaeeanteeeareeenraeennes 7
MaATrINOI® (ArONADINOI) . ..eiii ittt et eertr e e eebae e e eetaeeeeetaaeeeebaaeeeeatsaeeesbbaeeesessaeeestaseeesasseeeesnsbeseesnsreneesnns 9
MaAtZIm LA® (IIAZEM ER) cuuvveeeiiieeee ettt ettt ettt e e ettt e eeetre e e eetaeeeeetseeeeeaasseseeassaeseessaeeeeassseeesassaesesssseseenssseeeennsreeesannreeens 13
Y N G I =Y T Fo F=1 o 1) SRS 5
Mavyret®(glecapreVvir/PIBrENTASVII) .....ciii ittt et et e s e e st e s beebeebe e beesbeestseeabeesseesbeestaestsesasesabeenbeenseesaenanes 16
Y Y YL A (2= T o1 -] o) PR URUUSRUR 25
Y YT Y [ I (72 14 4 o] = o) TSRS 25
Maxidex® (Dexamethasone Sodium PhoSphate) SUSPENSION.........ccciieiieeeciieecieeeeite et e etee e te e et e e e tre e sbeeestaeesareeeaaeesaraeenees 4
Maxitrol® (neomycin/polymyxin/deXameEtNasoN@) .........ccuiiiieiieciie ettt ettt e e e et e e et e e eteeeeteeesateeeeaeeesabeeennes 3
Medrol Dosepak®(MethylpredniSOIONE).........ooi ittt e e et e e et b e e e eeata e e e e asaee e e ntseeeeansteeeeansseeesannrneans 13
Medrol®(MethylpredniSOIONE) ........ooo i e e et e e et e e e eeateeeeeeataeeeeassaeee s ssaeeeestaeeeansaeeesnssneesanssneans 13
Metadate CD® (Methylphenidate 30/70)* F.......uv ettt et eetee e te e e bt e e et e e e teeeeateeeteeeebeeesbeseetseeanteeenseeesareeenses 7
Metadate® ER (Methylphenidate ER) ......ccouiiiiiiiee ettt ettt e e ettt e e e e bt e e e e ebte e e eeabteeeeenstaeeesssasaeessasessastenaesssaneesnns 7
Metaglip® (GliPIZIAE/MELFOIMIN) F. ..ttt ettt e ettt e et e e e be e e eteeeeteeeeebeeessreeesreeeasesesnseeeseeeasseessesessreeans 24
MELAXAII® (METAXAIONE) ..eiieiiiie ettt e ettt e e ettt e e e et e e e e eateeeeeaaseeeesssaeaesssaseaaasssaeesassasse s stseeeansseeesanssasesansreeans 19
MEthiteSt® (METNYITESTOSTEIONE) ..eeiiieiiiee ettt ettt ettt e e ettt e e e ettt e e e e ebeeeeesbteeaeessaeaeessaeaesnssseaeassseesaasseeesanssanaesnns 8
YLl o Lo N (oD I A 0 = =1 o =1 PSRRI 19
Methylin Chewable® (Methylphenidate) ¥ ........o e et e e e et e e e e tte e e e ebteeeesetbaeeesastaeaessraeaesnns 7
Methylin Solution® (MEthyIPNENIAAE)......ccuvi ittt e et e e st e e s be e e bre e sabaeesbseesateeesbeesareeennes 7
Metrocream® (MELFONIAAZOIE) ..cc.uveiiieieiie ittt ettt ceete et e et e e e eette e s e seabeeeesastaeseeasbseeesasbaesesastsesesastaesesassresesansrneens 23
MeEtrogel® (MELFONIAAZOIR)......cccvieeiee ettt e et e e et e e eta e e s ttee s baeesabeeebae e saeeeabeeesseesssaeeabeeesaseeeseeeassaeenseeessseeans 23
MetroLotioN® (MELrONIAAZOIR) ..cc.uveeiieieiie ettt eete e et e e eeate e e e eeabeeeesebbaeeeeaatseeesasbaesesastaesesastaesesassreeesansrneens 23
IMEVACOI® (IOVASTATIN) T .eeeiiiiieiii ittt ettt e ettt e ettt e eeette e e e ebae e e e e baeeeesaseesessaaeeeesbaeseeassseeessbaesesastaesesansaeeesassrneeeansrneens 24
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Micardis HCT® (telmMiSArtan/HCTZ) ....cccvecieeieereeieeieesteesteesttesteete e teesteestaesabesabesabeebaessasssaessseesseesteataesteesssesasesaseenseeseessnes 10
Yo Yo LT = [ o T T o = o) USRS 10
ol o P T R =4 177 o 1U T T 1) SR 24
V1T o Yo R oY Te [ TEYo] Fo Y o Y=Y PSR 13
Y 1T o Yo R e (T =Te [T 1Yo Lo o= S SRR 13
Millipred™DP 12-day (PredniSOIONE) .......uiicuiieiieecieeeeieesee ettt e st eeee e stte e s teeesateeeteeasteesseeessseesssaesseeesnsesaseeensseessesesssnnans 13
Mircera® (methoxy polyethylene glycol-epoetin DETA) .......cccuieiciii i e re et e et e e saae e s ba e e ssaeeens 15
Y TRV 1o Rl (0T 4o T o L1 =Y ISR 23
1o oo (3 0 T=] (o3 4T 1 o) SRS 20
Y oY VoY oY1 K| o3 Ta Yo o Y1) SRS 5
MorphaBond ER® (MOrphing SUIFAte ER) ........eeiiiiiiieccciiee ettt e et e e ettt e e e e eata e e e easaeeesntseeeensaeeeeansseeesannreeens 21
Y ol g Ta R U oYU oY g} <Y o) SRR 20
Y o g ot 2 R T o T o o] (=] o) PSRRI 20
MOVANTIK® (NAIOXEEOI) ..vviiiieiiiee ettt et e e et e e e e bt e e e e e beeeeeeabeeeeeasbaeeaeanstaaesansaasaeanstsseeanseseasanstasesaassenessasseneesnns 8
MoviPrep® (polyethylene glycol-electrolyte SOIULION) ......ccc.uiiiieiiiie e e e e et e e et e e e ab e e e e areee s 12
MS Contin® (MOrPhing SUIfAtE ER)...ccccuuiiieiiiiiecciiee ettt e e e et e e ettt e e e e ataeeeeataeeeeasaeeeessaeeeennsaeeeansaeeesssseeesnnnrneens 21
Mydayis® (dextroamphetaming/amPREtaming) .......couee ittt et e et e et e e e beeesbeeeeteeeenteeeaeeesabeeennes 6
YAV oY= a g o Rl (1T o T=T={ o o) FS SRR 12
] (o] Rl L =T aToY T o) 1= ) ISR 20
o gl Lol (o F=T o] o3 tC=T o) SRR 20
Naprelan® CR DOSEPAK (NMAPTOXEN) ....uiiiiiiiiieeeireeeieeesteesteeestteeseteesteeesteessaeessseeasesassssessesassseesssasasssesssessnsesessssesnsesessenans 20
NAPIOSYN® (NAPIOXEN) .eiiueveeeieeeiteeeiteeesteeesteeesreeseteeesseessaeasasasssesasseaasseesnsssasssaessesansssssnsesessssssssesassesesssssensesesssessnssessssensns 20
NaSACOrt AQO(EMAMCINOIONE) ...ccuveeiiiiieiee ettt ceete et e e eeetae e e e e tbeeeeeetraeeeeetaeeeesebbaeeeebbaeeesataseeessaseeesatseeeesassesessnsreneesnns 2
NGSAFEI® (FIUNISOIIAR) ¥ .evveiiireeee ettt ettt eeete e ee b e e e ebe e e e eebaeeeeebaaeeeentaaeeesbbaeeesbbaeeesataaeeessaseeesnssaeeesasbeseesnsreneesnns 2
NASONEX® (MOMETASONE) .....uvviiiiireieeiiitieeeeeiteeeeeeereeeeeetteeeeestreeeesetaeeeesataeeeeateseesastsaseesstaseessassaeeesatssseesnssseeesatsseeesasbesessnsreseesns 2
NATESTO® (FESTOSTEIONE) . cciiicureeiiierieee ettt ettt eette e eeetve e e eeeteeeeeeetaeee e e baeeeeebaaeeeebaaeeesbbeeeseabsaeeesataseeesssseessassaeeesasseseesnsreneesnns 8
N Ao o Tl Y 1] o Lo L= Yo | [P SUURUUSRPR 19
N =T o b= Rl =1 oY= T o 1o ) TSRS 15
N L] o) o A o Rl (== o =T o T<T o 14 [ ) RS 7
Neurontin® (Zabapentin) SOIUTION .......ccuii ittt et e st e e et e e e te e e bae e aeeesabaeesabeesasaeeabaeesatasesaeesnseesnsaeesaseennses 7
A [ b Tonl (g T=T o =Y {1 T 1) IR UUURRRUR 4
N FoTole IUTR o F: Rl o 1Yy s Y] o] =T Y1 ) SRR 14
N FoTot AV Rl (o [X 0 g T o] {1 o) ISR 14
NOorditropin® FIEXPIO (SOMATIOPIN)..ccccuiieeieiiiieieiiieeeeiit e e eecte e e e et e e e e etreeeeeeateeeesasseeeesaasaseeaaasaseesassassessssseeansaeseesssesesanssneens 15
N oY 1l (o] o] =T o= Yo [ 4 o V=) U 19
Norgesic® (orphenadring/aspirin/CaffRING) .........ccceiieuie ittt et e e e et e e et e e etteeebeeeeteeesabeeeeseeeesseeeeseeessreeans 19
Norgesic® Forte (orphenadring/aspirin/CaffRiNe) .....ccvecicuiiieiieeie ettt ettt etre et e et e e ebe e eeteeesaaeeeebeeeeareeens 19
NOFTAtE® (METIONIAAZOIE) .. .vviie ettt e ettt e e ettt e e eette e e e eeateeeeeassaeaesssaeeeaasssaeeessasse s steseaansaeeesanssasesansreeans 23
NOIrPramin® (AESIPIAMIINE) ...uviiiiiiieeeeeiiee ettt e e et e e eecte e e e e etteeeeeeteeeaeeetteeaeeassaeaesssaeasasssaasassseasassssasassseaeaassseassassesassassanassnns 9
N oY 8V o - 1 41 fo Yo [To1 o T=) RS URRRR 12
NOVOIIN® INSUIIN PIOGUCES ..couiiiiiiieeiie ettt ettt ettt ettt e s e st e e sabe e s be e e sabeesabeessbaeesabaeebbeesstaesabaeesabeesabaeenasaesasaeensseenns 19
[N\ Fo3¥7o] FoF ol o T W] g I o e Yo 1¥ ot £ SRS 19
NPIALE® (FOMIPIOSTIM)..eiiiiiiiiiiecieeectee et ettt e et e ee b e e s be e e baeeebee e baeessbeesbeeesssaeeaseeasaeesasesesseeassaesasesesaseeenseeeansaesseeessrenans 24
NUCAIA® (MEPOLIZUMAD ...t e e et e e st e e s be e e stbeeebee e bbeesabeeesseesssaesabeeesaseeenseeesasaeenseeesssenans 17
NUCYNTA® ER (FAPENTAUO) ..cccutiiiiieeciee ettt ettt et e et e e et e e e tae e s ate e e beeesabeeebee e saeesabesesseesssaesaseeesaseesnseeeansaesseeesssenans 21

Page 37 of 45 Last Updated: October 1, 2019


http://www.kdheks.gov/hcf/pharmacy/pa_criteria.htm

PREFERRED DRUG LIST
When a generic product is available, for a preferred or non-preferred agent, the pharmacy will

receive a lower reimbursement rate for the branded product unless a DAW PA is obtained.
I <ansaS Products listed in RED have changed from the previous month’s publication
”‘,‘;:FL‘}T\",‘,;;,i,‘f,,‘l"" Preferred medications marked with an asterisks (*) can be opened and sprinkled into soft anC arc

food; refer to product labeling. Products marked with a (+) indicate that the brand name
product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:
http://www.kdheks.qov/hcf/pharmacy/pa_criteria.htm

NULYTELY® (polyethylene glycol-electrolyte SOIUTION) .....c.ccccuiieeiie ettt et e e e e e e e ba e e sate e eseeesaaeesnseeesnseeans 12
Nutropin AQ NUSPIN® (SOMATIOPIN) ..eeicieeiiiieeiiieeieeesteesieeestteeesteesrteeesteesteeessteeaseeasseasseeassssesssasasesesnsessnsesessseesnsesesssenans 15
(@ 11Uy (= o R (1T oT1'e o] (=] ) PSR 4
(011U T e Y=Y (o = L ol 41311 ) RS 16
(0] 100 G (ol (o] oY= = o] W o] e o 1o Y T- ] RS 13
(0110078 e (ol o] o1=1 = [ o] I o] o o1 o o = =) ISR 13
(0] 0o 1o YT (ol Tl [=TY o o 1Tc 1= PRSI 2
Omnipred® (Prednisolone ACELate) SUSPENSION ......c.uiiicieeeieeeiee ettt e stee et eertte e s te e e taeesateeebaeessseeaseessseesnseeesssesssessseeesssenans 4
(0] aTa Tt o o ToIl (Yo Ta T 1 e o] 1 o ) RS 15
(0] 0] Tl (el o] o =12 [0 ) BT U1 o 1] 0] o o VSRR 7
(0 oY T (ol foT o =72 Ta o) I =] o] =] 3SR 7
(0o T4 1 Rl =D = 110 T o) SRR 15
(0 ab 2y I - T Rl 0T g = o] =1 o) I SRR 25
(O] oo b= Rl =1 8 (o3 4V 10 o o] a [ a1 F USRS 21
(0] 1YW ] o[ el (a g ¥ [ 1 =T 0] =1 o) SRR 23
(0] oYul = TaTe] [l (g Y=t uT o = TaTo] fo ] ) PRSP 3
(0] oY)V Yl b T2=] = T 4o 1<) SRR 3
Orapred® ODT™(PredNiSOIONE) ....cccuiie ettt e et e e e et e e e et e e e e e beeeeeeabeeeeeaabaeeeeasbaseeeanbaaeeeanseeesannbeeesennseneeennsens 13
(0Tl g=To Rl o] ¢ Yo IV IYo] o] o =) SRS 13
(04T o TolF- Rl -] oF- | = Lol ] o [PPSR 16,17
(04T Tol T R =1 o | =T =Y o1 o SR 18
(04T Vi =T o Al (A =T o1 X 1o 11 IS 23
(0] e [ (=] oY o] o1 110 ) ISR 20
(0o [l Q] oY oo =Y o) PSS 20
(0T R ] oY oo Y= o) ISR 20
0seNi®(@logliPtin/PIOGHTAZONE) .ooveiiiieie ettt ettt ettt ettt e et e e beesteestbeetbeeabeebe e beebaessaesssesabeesbeebeesteessaesanesareenns 15
OsMOPrep® (SOAIUM PROSPRATE) ...oei it e e e e e st e e e ba e e s bee e taeesateeeabaeesabeeensaeesseesnsaeesaseeenses 12
(0] 4=V F: Rl 1o =T 0o 11 =1 o SRS 17
(0] 10y (U o Rl (1 d = o o[ A =) 11 =) IS PSSR 19
OVIAE® (MAIATIION) «.eveiiieieeee et ee e et e e e eebe e e e eebe e e e eeabaeeeeestaeeeeastaeeseastaeeseesreeeeabreeeeatreeeennsees 19
(0 Yo [a TRl (o) € T e [ o] LoT n =) SRR SRP 8
OXYCONTIN® (OXYCOUONE SR) .. .ceiiiiiiiiiie e ettt e ettt e e eet e e e e ette e e eetteeeseabeaeeeabaeaeeaabesaeaassasaeeasbaseeaasseseeeanbaseeaasseseeaanseneseanseneeennsens 21
(0 A o] Rl =Y ol s W (o3 4V o1V 4] 01 10 ) [PPSR 12
(07 2=Y0 0] o Tohal (=T o T V= [V 4 T [=) USSR 15
Y na =Y (o (e T T o1 VA 101 [P U UUURRRRUPN 9
Pamelor® solUtion (NOFTFIPEYIINE) ..ottt e e ettt e e e ettt e e e e ba e e e e ebteee e e bbaeaeebaaeaeansaseeeasseeeeaasseaeeassanaesnns 9
PanCrEaze® (PANCIEIIPASE)™ ..ottt e e et e e e ettt e e e e tteeeeeettaeeeeaataeaesassaeaeaasssseaaanssseesssaesesastsseaassaeeesanssesesansreeans 22
Parafon FOrte DSC® (ChIOIZOXAZONE) F.....coe o eiiieeeciiee ettt e ettt e ettt e e ettt e e e ettt eeesaabaeeesaataeeeeassaeeesassaesaeansseeesansseeesansseeesannreeans 19
Y [0 YA (o] (o] o -1 2 To L1 0 1=) [OOSR UUURRRUPRRPRRt 3
Patanase® (0lOPatatiNg) ......ueiei ittt ettt e e e et e e e et e e e e e bteeeeebaaeeeebaaeaeabteeaeabbaeaeaataaeaeaabareaeaattaeaeaarteeaeaasraeaeanns 2
Y =Y aTo] Kol (oY [T o =1 =T 11 T=Y IR SRR 3
PaXil © SOIULION (PAIOXETING) ...veiiuiieeiieecieeeiee ettt e et e et e et e e et e e sbee e taeesbeeebaeesabeeebaeersseesasasessseesnseeenseaesntasesseeanseeensseesaseeenses 9
PaXil CR® (PArOXELINE ER) ...cccuiiiiiieeitieeeieeeitte ettt e et e estt e e e te e e etteesbee e taeesabeesabaeesaseeeabee e sseesnsasessseeansesenssaesntasesseesnseeesseesnseesnses 9
PaXil® (DAIOXETING) ..eeeveiieieeeiieeciee ettt e et e ettt e ette e e bt e estbeeebeeestaeesabeeesseesaseeaabasesssesensaeessaesnsasesseeanseeenseaesabesesseeanseesnsseesnseennses 9
V4T Rl (o] [oT o =1 = o 11 0] IUUU TR PUPR PR 3

Page 38 of 45 Last Updated: October 1, 2019


http://www.kdheks.gov/hcf/pharmacy/pa_criteria.htm

PREFERRED DRUG LIST
When a generic product is available, for a preferred or non-preferred agent, the pharmacy will

receive a lower reimbursement rate for the branded product unless a DAW PA is obtained.
I <ansaS Products listed in RED have changed from the previous month’s publication
”‘,‘;:FL‘}T\",‘,;;,i,‘f,,‘l"" Preferred medications marked with an asterisks (*) can be opened and sprinkled into soft anC arc

food; refer to product labeling. Products marked with a (+) indicate that the brand name
product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:
http://www.kdheks.qov/hcf/pharmacy/pa_criteria.htm

(Yo 1Yo [=T o ol w [OR (0¥ /e [ o Yol o) o TIN o T 1YY ISR 14
Yo LY o]t =Te R o 2=To Lo 1o Fo] oY= S 13
Y Y TF 1o Rl (o [Tol [} =T o =) USRS 20
oY oYl e R =T g o 4 T [T 0 T=Y PSS 16
Pepcid® (famotiding) Oral SUSPENSION ......cccuiiiieiieeciieeciiectee ettt e st e stee e ste e et e e et teeetee e seeesseeessseessseessseeesasesesseesnseesseeesssenans 16
(oY oY oY o I Al e 4 T £=Y e ) IS 1
YAV (T T Vol =] o T Y=Y PSR 22
ey AV R [ o= Y0 ) (= =) S 9
o 1o T (o R (o= Y (&0 T 1=t €= 1 1<) I TR 22
Phoslyra® (calcium acetate 0ral SOIULION).......ccuuii e iiiicee e et e e e e be e e bt e e s teeebeeesabeeesaeessseessaeesssennns 22
[ Tor do Rl (Ta Y=Y o] W [=] o1V 71 o ) PSRRI 6
o NV Gl (ol (oYX o [o T4 =1 ) SR 22
1Y e Yo T R 1] Foo e T1 o= ISR 12
Plenvu® (polyethylene glycol-electrolyte SOIULION) ........eiiiiuiiie e e e e et e e e e atae e e e b ae e e senareea s 12
Polyethylene glycol 3350 WIth @IECIIOIVLES .....oii et e et e e et e e e esata e e e e abaee e s ntaeeeeensaeeesassseeesannrneens 12
o T = Rl (=Y (=T o F=Ta YTl 1ol Lo ISR 20
o N Rl (o ] o 1T -] o) P UUURUR 8
Y UL o Al 11T o Yol U0 o ¥ o) SR 22
Yo I R (=T o T d I a1 Te 1= R 19
V1ol o Lo Rl (o = 1V 1 = 1 4 o) SRR 24
Yoo Yl o Tor=T o o Yo 1Y =) TSRS 7
Pred Forte® (Prednisolone ACETAte) SUSPENSION ......cccuieiiiieeiieeeiee ettt e et e etteesteeetaeesateesbaeesaseesaseeaseeesntasasaeesnteeesseesnseesnses 4
Pred Mild® (Prednisolone ACETAte) SUSPENSION .......cccveeiiiieeiieeecieeertteeeteeetteesreeesteeestreesbasessseesseeesseesatesasseesnseesssseesnseesnses 4
Pred-G S.0.P.® (prednisolone/GENTAMICINY ....c.ciciiiiriecrieeeeeece et ete et erteesteesteesarestbeebeebeeba e beesbaesssesabeesbeeteestaesasesasesasesans 3
Pred-G® (prednisoloNe/GENTAMICINY ...c.iciiiii e cte ettt ettt e eeeebeerbeesbeesteesabesabeeabeeabeebaebeessaessseeaseesseenbeestaesseesasesasenans 3
Prednisolone Sodium PhosSphate 1% SOIULION ........eiiiiiiiei ettt et e e e bee e e e sbae e e e sbaeeeesbaaeessasteeessnraeessnns 4
Prednisone Intensol™ (prednisONe CONCENTIATE) ......iiiiieiiiiiiiieecieeeete e st e ertte e ete e e ste e e treesbeeesabeessreesbeeesaseessaeenasaesseeesssenans 13
PredniSONE SOIULION .....iiiiii ettt ettt ettt e st e s bt e e sa b e e s be e e abeesabeesasteesabeeesbeesabeesabeeesabeeenbseenaseesbeeensseens 13
g Te [ a1 R o T=IE Y VT o SRR 13
Prepopik® (sodium picosulfate/magnesium oXide/Citric aCid) .....c.coverieriieiiiieieeie ettt e te e reereebeebeesbeesaaeeanes 12
Prestalia® (perindopril/amIOiPINe) ....cc.eeccuei ittt eete e e et e e et e e e tte e e beeeeateeeatee e teeesbeeeeteeeaateeeteeesareeennes 5
Prevalite® Powder (Cholestyraming HZNtT) .......ooo i e e et e e e et e e e e ata e e e e abaeeesensbeeesannrneans 11
Prevalite® Powder Packs (cholestyraming lIGOT)........ocuuiiiiiiiie et e e e e et e e e e e ata e e e e abae e e s nnaneans 11
N I = R (V1 - T 7 o) SRR 10
TV Ty Ta Yo oY1 ISP UUURRURURt 5
PriStig® (AESVENIATAXINE) ... uviiie ittt ettt e ettt e e e et e e e e beeeeeebeeeeeebaeeeeeabseea s e ssaeaeessaaaeansssaaeassasaesassenaesasranaesnns 9
ProAir RESPICHCK® (GIDULEIOI) ...c...eveeee ettt e ettt e e e ettt e e e ettt e e e ebeeeeesbesea e e bsaeaeassaeaeansssaaeaassseeeassasaesassanaesnns 1
ProAir® Diginaler™ (@IDULEION) ........eeii ettt e ettt e e e ettt e e e ettt e e e ebteeeeebteea e e bsaeaeessaeaesnssseasassseesaassasaesassanaesnns 1
Procardia® XL (NIfEdIPINE ER).....cccueiieieiiiieeeiieee ettt e e ettt e e ettt e e ettt e e e etteeeeeaasaeeesaasaseeassaseaeasssasesssassesstsseaanssesesanssasasannreeans 12
Procentra® (dexXtroamPRETAMINE) ......ccvii ittt ettt e ettt e e ettt e e e ettt e e e ebeeeeeebeeeaeebsaeaeessaeasasaseaeaaseseeeaasseeesasranaesnns 6
ool | Al (=T o To TN T dJ=1 L ) USRS 15
PrOl@NSA® (DIrOMEENEAC) .uviiiiiiiiii ittt ettt e et e e et e e e ebae e e eeabaaeesenbaaeeeebaeee s s bbaeeesbaaeeesbaseeeanstaeeesasbeseesnsreneesnns 4
Promacta® (EIrOMBOPAE).....c.uii ettt ettt e ettt e et e et e et e e s be e e e ab e e e bee e taeeebaeeatbe e e baeebaeeabeeebeeeaataeebaeennreeans 24
Promacta®(eltrombopag) POWAEI PACKET .......c..eeeciiiieiieciee ettt ctee ettt et e et e e stve e s ete e et e e sbeeestbeesabaeenbaeesabeeeseeesssaesseeesssenns 24
o Yo [l R TR T (= T 1<) PR ORI 7

Page 39 of 45 Last Updated: October 1, 2019


http://www.kdheks.gov/hcf/pharmacy/pa_criteria.htm

PREFERRED DRUG LIST
When a generic product is available, for a preferred or non-preferred agent, the pharmacy will

receive a lower reimbursement rate for the branded product unless a DAW PA is obtained.
I <ansaS Products listed in RED have changed from the previous month’s publication
”‘,‘;:FL‘}T\",‘,;;,i,‘f,,‘l"" Preferred medications marked with an asterisks (*) can be opened and sprinkled into soft anC arc

food; refer to product labeling. Products marked with a (+) indicate that the brand name
product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:
http://www.kdheks.qov/hcf/pharmacy/pa_criteria.htm

oo oY Toal =Tl o] 1Ty o U 1) ISR 18
o2 Yol VY Y A i [0 To D=y 4= IS 9
oYz Youor- Y o 1 U] LT (i [0 Lo D= 1 =Y S 9
oYz Yoo 1 LWL oY T (4 LU Te (] 4 4= IS 9
oYz Yo v-Y o1 [ a3 ([ o3 =] T V=) PR 9
PSOrcon® (diflorasone QIACETATE) .......uieiueeiieieiiiiecieeeetee et eete e et e e ee e s e e s ta e e sateeetee e seeeeaseeesseessseeenseeesnsesanseeensseesnseeesssenans 13
Pulmicort FIEXhaler™ (DUAESONIAE) .....cc.iiiiieeie ettt ee ettt e e et e e e e e e ta e e sate e s taeessseesnseeenseeesntaeensaeessseesnseeesnsesansns 2
Pulmicort Respules® (budesonide) *> 7 YEArs Of @8 ....cccciiiiiiecie ettt et e e bae e s te e e ta e e snteeeseeesareeennes 2
Pulmicort Respules® (budesonide) *< 6 years 0f @88 ONIY ......uiiciii it e s et ae e st e e e e snreeenees 2
(0] o ¢ T [T ([T oY e T | Yo V14T ] o) FS USSR 5
QMIiz ODT™ (MEIOXICAM) TADIBES .. .uiiiiiiiiie ettt e e e et ee e e e e bt e e e eeabeee e eeabaeeeeaabaeeeeaabeeeeeasseeeeennseeeseanseneeennsens 20
(O 1o T R [ o T=Tol o] g Y=l d o F= 1Yo o 1= SRR 2
Qtern® (dapagliflozin/SaXABIPTIN) ...e.ccei ittt et e e et e e e teeeebeeeebeseetaeeeateeebeeesabeeeteeeasteeebeeennteeennes 23
Questran Light® (cholestyraming lIZOT) .......coo it e e et e e e et e e e e eabe e e e e eabe e e e sebeeeeeeabeeeeesnseeaeennsens 11
(O VLI d = o Rl (o] e Vo] F=T 4 VA =11 411 0 1= [P USSR 11
Quillichew ER™ (MethyIPhenidate ER) .......eoiiiiiiiiieiiiie ettt e et e e et e e e are e e e et e e e e e ateeeeeasseeeeeabeeaeennbeneeenseeeeennsens 7
Quillivant XR® (MeThyIPhenidate ER).....ccc.ueiiieiiee ettt ettt ettt e e et e e e e et e e e et e e e e eabaeeeesteeeeeastaeeeesbasesensesesannseeesennsens 7
QVAR RediHaler®(DeCIOMETNASONE) .....ccc.uiiie ittt e e e e et e e e et e e e e e atee e e e btaeeeesteeeaastaeesenbaeeeesbesesasseeesennsens 2
OV N (o T<Yol[oY 0 g 114 a F= Ty o T =Y RSP 2
RASUVO® (IMETNOTIEXATE) .oiiiiiiiie ettt e ettt e e ettt e e e ettt e e e et eeeeeeataeaeaassaeeeessaeeeesssseeessasseentaseeannsseeesansseeesansrnnans 19
2 Yo T (o =Te [ o) o T=TN 1 SRUUSRS 13
R =T el (= (o 1Yo ) SRS 3
REIGTEN® (NADUMETONE) ¥ ..ottt e eet e eeett e ettt e e eetbeeeeeeabeeeesassaeeeebbaeeeeassseeesasbaeseenbaeseessreeeeansreeeeannreeens 20
Relexxii™ (Methylphenidate ER) ......c..occiii ittt ettt te e et e e s te e e ta e e ate e s baeesabeesasaeenbaeesabesesaeessteesnsseesaseennses 7
Relistor® (methylnaltrexone) (tablets and INJECTION)......ccciiiiiieicie ettt e et e e sbe e e rba e e sare e e areesabeeenens 8
U] Gl (=1 L=l A g o] = o) TSRS 25
REMICAAE® (INTHIXIMEAD) 1rviiiiiiiiii ettt eebee e e et e e e eetbe e e e eeabeeeeeentaeeeesabeeeeensteeeeentreeeennsees 16,17, 18
REMOAUIING (Lr@PIOSTINII)...eeiiiiiiiieeitie et etee ettt e et e st e e rte e e e teeeteeesateesbeeesaseeebeeasseesasasesseesssaeaasasesnseeesaeesnsaesseeesssenans 23
ReNagel® (SEVEIAMEr HCI) TABIEES .....ciiiieeciie ettt ettt e e tee e e te e st e e e st e e e ebe e e bteesabeeessseesssaeenbeeesaseesnsaeesseesnseeesssenans 22
RENFIEXIS® (INTIIXIMAD) ..uteiiiiiieii ettt eete e e et e e e e be e e e eeabeeeeeesbeeeeeesbaeeeesabeeeeensteeeeeetreeeennsees 16,17, 18
Renvela® (sevelamer carbonate) POWAEN PACKS .......cccciiiii e cccieee ettt e ettt e et e e e et e e e e e eata e e e e abae e e e abaeeeensaeeesansseeesannsneans 22
Renvela® (sevelamer carbonate) Tablets...... ..o et e e e et e e e et e e e e e ataeeeesatteeeeansbeeesannreeans 22
U o1 aF- Rl (Vo] (o YolU Lo o V-] o) HS SRR 22
2O = ol R (=Y oo TN T o I = =T o] o )4 [T 15
Retin-A® (tretin0in) 0.019% eI ... .uieiciieciee ettt ettt e sttt e e e e et e e s te e s bee e s teeebee e seee s beeeasteeantee e beeeanbeeebeeeanteeereeeanreeenees 6
REVALIO® (SHAGNATII) ..ttt e e ettt e e e et e e e e eeare e e e e tsaeeesaasaeeeeassseeesassasaesntsseasanstesesanssasaeansreeans 23
RhINOCOIT AQ® (DUAESONIAE) ..ttt ettt e ettt e e e et e e e e e tteeeeebaeeeeebeeeeeabeseaeassaeaeasaasaeanssseasassssesaassesaesassanaesnns 2
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) 1N - [ Il (1 = T LoT o ¢ 1 o ISP SR 4
) 1= L (o R (AT g =1 o T-1 o) PSPPI 8
XatMEP® (METNOTIEXATE) .. uviiiiiiiiiee ettt e e et e e e ettt e e e e ettt e e e eebaeeeseabteeeeaabasaesaastasesanseseasasaasesanseseeesastanasanssanananns 19
b (T A (7o) = Yol L1011 o) IS PSP 16, 18
D T A R (o] =Tl A oY1 o) PSR 16, 18
)1 o] (oI (o1 =T g Yo Y T o 1) o SRR 4
DT T =Y o R (] (o AT - | SRR 9
D e F T Tol Rl | 4 (VT u or- Ty oY 1<) TR SRR 2
Xigduo XR®(dapagliflozin/metformin ER) .......c..ocouieoiuiieiie ettt et e et e et e e eeteeesateeeteeeeteeeebaeeesteeenteseseeesnteeennes 23
) o 1Tl (o Ta = 11U s o T-1 o) R PRPRRRS 17
Xultophy® (insulin deglUdEC/HIragIULITR)......ciueiiie ettt ettt s e e b e e st e e te e steesabeeabesabe e baesssesssesaseenseenseesenns 18
D QYo 1 Yo Rl LY o 1] £=] o] o 1= ISP 8
)V Rl (LAY TN a1 44 o T RSP SRS 10
XYZal® SOIULION (IEVOCETITIZING)  o.eneieeiee ettt ettt e st et e e bt e e e be e e e tbeesateeeabaeesabeesataeesaeesabaeesseesnseesnsaeesaseeenses 10
N0 o Y] [ Rl (A =] =T o F= Yo 1 ) ISP 1
ZAUTEOI® (KETOTITRN) .cuviiii ittt ee e et e bt e e e et e e e eeabaeeeeeateeeeeebaeeeeasbaeeeeastaeeeeastaeeseabreeesanbeeeeeantreeennntees 3
Zanaflex® CapsuUlEs (TIZANTAINE).....ccuie e ettt ettt et e e et e s te e e rtaeesbee e tbeessseeeasaeesasaesataeesaeesasaeesseessseeensseesnsesenses 20
ZaNaflexX® TabIETS (TIZANIAING) ..ccvviii ittt eete e e et e e e e etbe e e eeetbeeeeebbeee e e bbaeeesabaseeeeatseeeeeesseeesetreeessnsreeessnns 20
ZaNtac® (ranitiding) CAPSUIES ......eeiiuiieciee ettt e et e e st e e s te e e baeesbee e saeesasaeeasaeesabeesataeensaaesnseeesseessseeensseesnseeenses 16
ZaNtaC® (FAaNITIAINE) SOIUTION ....ccvviii ittt ettt eete e e e etae e e e etbeeeeeebbeeeeebaeeeeesbaeeeetsseeseatsaeeeesaeeessntreeeesnsreeeesnes 16
ZaNtac® (FaNITIAINE) TADIETS. ....cceeiie et e et e e e e bt e e e e e bt e e e e ebteeeeebteeaeeseaeesasesseeanseseeeassanassnssaneeanes 16
4] o1 = Rl { o1 o] o] [o] IR PRURRRRE 11
ZECUITY® (SUMATIIPTAN) ¥ ittt e e e ettt e e e e ettt e e e e ebeeeeeeabaeeesaabtsaeeaabasaasaaseaeaeanseseesasesseeanssaeasanssanessnssanananns 25
Zembrace SYMTOUCH® (SUMATIIPTAN) ..uuiii ittt e e et e e e etee e e e ebteeeeebteeeeebteeaeeseseasasesseeenssseeeessseasassneananes 25
ZENPEP® (PANCIEIIPASE)¥ ...ttt e e ettt e e ee bt e e e e etbaeeeeebeeeeeabaeeeaabteeeeaabasaasasesaaeastaeeeasesseeaseeeaeaastanasanstanaeanns 22
Zenzedi® (deXtrOamMPRETAMINE) ...c.iii et e et e e e et e e e e et ee e e eebeeeeeeabaeeeeaabaeaeeasbaeeeeassaseeeansasaeeastesaeeansseeaennsens 6
ZEPAtIEr® (E1DASVIF/BIrAZOPIEVIF) ..cccuveictee ettt eete et e e ettt e e te e eete e e eteeeeeteeeesaeeeateeebeeesaseeenteseasseesseseasseeessessseeesnseeennes 16
WA= Vi) (R (o=t ] o A1 1<) [P U UT U UPRO USSP 3
ZESTEII® (JISINOPII) ceeeeeeiee ettt ettt e e et e e e e et e e e e etbee e e eeabaeeeeeabeeeeeaabasaeeaabaseeeasbaseeeastaseeeassasseeansteaesanbeeeesansseeesansens 5
WA= o] o] o= Rl (ol ol (=T o Yo Yo [=) FS SR SO PR TS PPRO 2
ZIAC® (DISOPTOIOI/HCTZ) .o ceveeteeetee ettt ettt et et et e be e s teestae e abeeabeeabeebeeabeaabeseaseeaseebeebaesasesasesasesabeenbeenssesssesaseenseenseetenn 11
PATeY o) &= o R A =Y [0 o] o Xy o USSR 4
Zioptan® droperette (TAfIUPIOST) ...cuii ittt e te e et e e sta e e st eeebaeesabeeebaeessteesabaeessbeessseeensaeesareeenssens 4
4] o33o ) ol (o 1ol o) =T o =T} USSR 20
P o Yolo ] (Y100 \VZ 1Y €= 14 o) IR TP RURORUPRO 24
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PREFERRED DRUG LIST
When a generic product is available, for a preferred or non-preferred agent, the pharmacy will
receive a lower reimbursement rate for the branded product unless a DAW PA is obtained.
Kansas

Products listed in RED have changed from the previous month’s publication
”‘,',’Q“L‘:,i",‘,;ﬁ,i,‘f,,‘l"" Preferred medications marked with an asterisks (*) can be opened and sprinkled into soft I< anC are
S food; refer to product labeling. Products marked with a (+) indicate that the brand name
product is no longer available. Some PDL drugs also have clinical prior authorization
requirements. Please see the link below for additional information:

http.//www.kdheks.qov/hcf/pharmacy/pa_criteria.htm

Zofran ODT® (ondansetron)

P41 1 o Bl (o] g 1o =T TY= d o ) IS
4101V o [ Rl = S {0\ [ e Yolo e [o T L= X 2 SRS 21
4o Lo 1 Al (Y=Y o = 1T V=) ISR 9
4o o) 1 Ao [V 4T Yol K= A= [ o= SR 9
o] oo 1= o T = 0= o1l o ol PPUPPUPPRN 24
o1 o110 g1 A o [ 1Tc 1=T 4 o) S 24
4o g F=Tot do o Rl (oY 0 =1 4 o] 11 o) ISR 15
Zomig® (ZolMitriptan) NASal SOIULION ....ccccuiieiiie e e e e et e et e e e be e e sateessteeesteesabeeesseesnseesnsaeessseeennes 25
b4 a1 = o o) Lo Y A o] =T o) IR = o] =] RS 25
Zomig-ZMT® (zolmitriptan)

P o gVt =d T a Rl 2o YoV IF=T o o 1Tc [ ISP
ZONTIVITY® (VOT@PAXAI) 11eeeiiitiieeieitieeeieitteeeeeitteeeeeetteeeeeetteeesatteeesasesaeeasesaasansaseesanssssesastssesasessesasesessansensesasssasessnssesessnssenesanes

P oY Vo] =) Gl (o [Tol (o] =T o - Yo) IR TP PR
Zovirax® (acyclovir) (oral doSage fOrmMS ONIY) ......eeii it e et e e e e bte e e e e bt e e e s ebaeeeeebteeeeestaeessssanaeanes 10
WAV o1 1T VA (o] aTo F-Y 011 4 o] o) F PR P PR 10
Zylet®(Loteprednol/TODIramMYCIN .. ....oc ettt ettt et e et e e et e e e ete e e staeeebeeeabeeesabeeebeeeasseeebesessseeenseeenseeesresenseeas 3
W AYA Lo oY a1 s el =11 ToT o1V T T Vo] ) TP SRR 25
ZYPItAMAE™ (PITAVASTATIN] ..veiiiiiiiiie ettt e e et e e e ettt e e e e beeeeeebaeeesebaeeeeeabaseasaastaseeaseaeeeasaneesaseeeesaastasassnstanasanns 24
YA (=IOl (ol T AT 1<) PR

Zyrtec® Syrup (cetirizine)
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